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Abstract 
This is a qualitative research that explores the subjective experiences of the children and 
adolescents with mental health problems and that of their families, specifically on their 
perceptions of their child mental health problems and their experiences with the child 
mental health service in Hong Kong. Foucault's analyses of subjectivity and power 
relations, supplemented by the social constructionism's view of meaning generation, are 
adopted in conceptualizing the phenomenon under study. Six families, whose children 
were assessed to have different child mental health problems and who had received 
services provided by the Child Psychiatric Unit of Alice Ho Miu Ling Nethersole 
Hospital, participated in this research. Individual and family in-depth interviews were 
employed to collect the data. 
Different themes emerged from the study. Most of the children and adolescents refused 
to take up the identity of the 'psychiatric patient' while their parents took up the identity 
of 'pathological parents' as defined by the psychiatric and developmental discourses that 
had become the dominant discourse in the child mental health service. Self blame for 
their children's problem is a repeated theme for parents. The insufficiency of these 
dominant discourses to encompass the complexity of their experiences is another theme. 
The parents attempted to adjust their parenting in response to their children's problems; 
however, their efforts were not acknowledged and they were uncertain and not confident 
in parenting. The other theme is that the participants attempted but were not always 
successful in struggling and resisting the different power relations between the individual 
and the dominant discourses, between the parents and child, between service users and 
helping professionals and between service users and hospital policies. Through the 
conversations of the participants, they had reflections and had generated new meanings 
about their afflictions which led them to see the alternatives for their difficulties. 
Their experiences had suggested alternative views for the social work practice, especially 
to adopt self reflexivity about the effects and limitations of dominant discourses in the 
practice. Abandoning the attitude of blaming personal deficits, social workers should 
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respect the complexity of their clients' lives. Social workers should identify and 
appreciate the clients' personal strength in dealing with their difficult life situations and 
resisting the power relations they encountered. Social workers should recognize the 
different power relations operating in the practice and encourage negotiation about the 
power arrangement. It is the social workers' important role to create a space of 
negotiation for the family so that the family members could generate new meaning about 
their afflictions through conversation. In the child psychiatric setting, the family should 
be identified as principal client, and parents should be involved with the treatment plan. 
Medical social workers should take up a leading role in redefining clients' problems with 
reference to their cultural and social context and bring the awareness of the team to the 
power relations operating in the practice. Medical social workers should also advocate 
























The journey to the completion of this research has been a long one. I definitely have to 
thank the people who helped and supported me throughout this journey. 
I thank my supervisor, Professor Joyce Ma, for not only being a good teacher but also for 
offering me support in the research process. She assisted me in dealing with the families I 
met in the research who needed family therapy. She is a scholar, a good role model for 
someone in this field. She also inspires me that I have the alternative in life other than 
being a medical social worker. 
I likewise extend my appreciation to the participant families of this research. They were 
very patient and participative in the in-depth interviews, and they were very open in 
sharing their personal experiences and afflictions with me. 
I am grateful to my two former bosses, Professor Kelly Lai, the Unit Head of the Child 
Psychiatric Unit, and Mr. Victor Tarn, the Department Manager of the Medical Social 
Work Department of Alice Ho Miu Ling Nethersole Hospital. With their support and 
guidance, I gained confidence about my abilities. 
I am thankful to Dr. To Siu Ming and Ms. Lily Yau. The discussion with Dr. To was 
very insightful to me in writing this thesis. Ms. Yau helped me to revise this thesis. 
My gratitude also goes two dear friends, Professor Sandra Chan of the Department of 
Psychiatry of the Chinese University of Hong Kong, and Dr. Flora Mo, the child 
psychiatrist of the Child Psychiatric Unit of Alice Ho Miu Ling Nethersole Hospital. Dr. 
Mo helped me in recruiting the subjects for this research, while Professor Chan gave 
useful pieces of advice for my research. 
Finally, I am grateful for my husband and daughter for their unconditional love and 
support. Without them, I think I would never have this thesis completed. 
iv 
Table of Contents 
Abstract i 
Acknowledgements iv 
Chapter 1 Introduction 1 
Rationale of the Research Topic 2 
Research Questions 3 
Research Objectives 4 
Overview of the Present Thesis 4 
Chapter 2 Literature Review 6 
The Vicissitudes of the Concept of Mental Health Problems in 
the Western Culture 6 
The Development of the Concept of Children and Adolescents in 
the Western Culture 12 
The Traditional Chinese Concept of Children and Parental Role 19 
The Child Mental Health Problem in Hong Kong 24 
Summary 29 
Chapter 3 Theoretical Framework 32 
Orientation of A Critical Social Work 32 
Discourse, Power / Knowledge 34 
Discourse, Subjectivity and Human Problem 38 
Criticism from Foucault and Inspiration for the Theoretical Framework 40 
Social Constructionism 44 
Summary 46 
Chapter 4 Research Methodology 48 
Rationale of Selecting the Qualitative Research Method 48 
Research Design 50 
Methods of Data Collection and Analysis 51 
The Setting of the Child Psychiatric Unit of the Alice Ho Miu Ling 
Nethersole Hospital 54 
Sampling Method and the Profile of the Participant Families 56 
Quality of the Present Research and Its Measure 62 
Summary 65 
V 
Chapter 5 The Results of Study : The Subjective Experiences 
of the Children and Adolescents 67 
The Subjective Experience related to the Child Mental Health 
Problems: the Children and Adolescents ‘ Perspective 67 
7 have problems, but my problems were not necessarily 
a child mental health problem.， 67 
'My school and family lives were disturbed not only 
by my problems; but by the treatment provided by the 
Child Psychiatric Unit too! ‘ 73 
Effects on School Lives 73 
Effects on Family lives 75 
'Perhaps the treatment improved my problems, but 
it was such a painful and meaningless process to me!' 81 
'The Child Psychiatric Ward - a place I never want to go again! ‘ 81 
'No one discussed with me about my progress and discharge plan, 
I felt like being trapped! ‘ 90 
7 had no part to play in my treatment! ‘ 91 
7 was confused by too many helping professionals. They were 
unhelpful unless I was ready to help myself. ‘ 94 
7 had no choice! No one discussed with me before the decision was made! ‘ 95 
Summary 97 
Chapter 6 The Results of Study : The Subjective Experiences 
of the Parents 99 
The Subjective Experiences related to their Children 's Mental Health 
Problems : the Parents ‘ Perspective 99 
'My child does not only have child mental health problem but 
also problems with other aspects of his / her life. ‘ 99 
'We were desperate; the services provided by the Child Psychiatric 
Unit were our last resource! ‘ 106 
'My child's problem affected not only his / her well-being, but it also 
affected our family relationship，parenting, emotions and mental health! ‘ 109 
'Family Relationships - it was not his problem only, my whole 
family was affected. ‘ 109 
'Parenting -1 know I need to adjust my parenting in response to my 
child's problem, but I am uncertain in what way I should change.， 114 
'Emotions and Mental Health - although I was disappointed by my child, 
I blamed myself for his problem and worried that his future would be 
destroyed by his problem. ‘ 120 
'Who is going to take care of my emotions? ‘ 129 
7 needed help; but Ifelt that I was not included from the treatment program! ‘ 129 
7 need more than a pill for my child! ‘ 129 
'Doctor, would you listen to my opinions and difficulties in dealing with 
my child 's problem before you design the treatment plan? ‘ 133 
vi 
‘Visiting - the precious moment to show our support to my child but 
restricted by the hospital policy.， 135 
Summary 137 
Chapter 7 Discussion and Implications 139 
The Constitution of Subjectivities 140 
The Subjectivities of the Children and Adolescents 142 
The Subjectivities of the Parents 145 
Power Relations 149 
Power Relations between Self and Discourse 150 
Power Relations between Parents and Children 151 
Power Relations between Services User and Helping Professionals 152 
Power Relations between Service Users and Hospital Policies 154 
Emergence of New Meanings and Creation ofAlternatives 155 
Implications for Social Work Practice and Future Child Mental 
Service Development 156 
Contributions and Limitations of this study 160 
Contributions of this Study 160 
Limitations of this Study 161 
Directions for Further Study 163 
Self-reflexivity : My Personal Change after Completing this Study 163 
Conclusion 165 
Appendices 
Appendix 1 Guidelines for interview 166 
Appendix 2 Letter to the family and consent form (Chinese version) 168 
Bibliography 170 
List of Tables: 
Table 1: Summary of Erikson's Psychosocial Theory 17 
Table 2: Details of the Data Collection Schedule 53 
Table 3: The Socio-Demographic Data of the Six Families 57 
Table 4: Diagnosis and Psychiatric Histories of the Six Children and Adolescents 58 
Table 5: Details of Hospitalization of the Children and Adolescents 59 






This is an exploratory research on the subjective experiences of children and adolescents 
with mental health problems, and that of their families. It aims to provide a better 
understanding of their subjective views on the child mental health problems, in order to 
modify the interventions for them in future. 
I worked as a medical social worker after I graduated from the university. In the past 
years, children and adolescents with mental health problems and their families were my 
major clientele. These families were referred to me to work on their parenting problems 
or other family issues such as marital problems. I taught them parenting skills or 
provided counseling for their family problems. On the one hand, I was doubtful about 
the effectiveness of my job: Had I really helped them? If I had, why didn't the afflicted 
children and adolescents recover from the mental health problems? Why did they have to 
come back to seek help? On the other hand, I blamed the parents for causing their 
children to have problems: Why did they resist my advice and guidance? 
When I was a student of the Post-graduate Diploma of Social Work at the Social Work 
Department of the Chinese University of Hong Kong, I had the opportunity to take part in 
the clinical observation of family therapy sessions offered by the Family Treatment 
Centre. I was touched by the afflicted family members when they narrated their 
subjective experiences about how they went through their difficult family situations. I 
realized I had not actually known the children with whom I had worked directly, but I 
knew them from the results of the Conner's Teacher Rating scale if they had attention 
deficit and hyperactive disorder (Leung, 1997, p.216), from the Beck Depression 
Inventory (Shek, 1997，p. 173) if they were depressed, and from the State-trait Anxiety 
Inventory (Shek, 1997, p. 173) if they had anxiety disorder. In short, I knew them from 
their diagnostic label. The same thing happened to their families; I saw the structural 
flaws and dysfunctions of their families before I really got to know them. My 
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experiences with these children and their families were therefore 'second handed'; my 
understanding of them was filtered by the perspectives prevailing in the child mental 
health service. How could I render appropriate treatment to them without knowing them 
as persons directly? I became curious about their subjective experiences relating to their 
mental health problems, their subjective experiences of the mental health service itself, 
and what they considered to be helpful in relation to their difficulties. In the literature 
review, there is only a handful of qualitative research related to the subjective 
experiences of people with child mental health problems and welfare in Hong Kong (Ho, 
1999，P.417). Therefore, I decide to conduct this research and hope that the study results 
will contribute to improve the understanding of families with children having mental 
health problems, and also to modify the intervention program for them on the basis of the 
findings. 
1. Rationale of the Research Topic 
Before the establishment of the child mental health services, deviant behaviors of 
children and adolescents in Hong Kong used to be viewed as conduct problems or acting 
out behavior. Since the 1980s, the Child Mental Health Services have begun at Queen 
Mary Hospital and Prince of Wales Hospital in Hong Kong. Developmental and 
psychopathological perspectives have been employed in viewing the deviant behaviors of 
children and adolescents in Hong Kong (Wong & Tsoi, 1999:156). Drug treatment or 
different kinds of psychotherapies have remained the treatment for the children and 
adolescents. 
Local studies related to child mental health problems were limited. Those that existed 
focused on descriptive epidemiology, (e.g. Wong, 1990 and Shek, 1997) or the causal 
mechanism of child mental health problems (e.g. Wong, 1986; 1987). These studies 
viewed child mental health problems from a psychopathological perspective. Parents 
were usually blamed for their poor parenting skills or marital problems in causing their 
children to have child mental problems. There are only a handful of qualitative research 
studies on the subjective experiences of the children and adolescents and their families in 
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Hong Kong, (e.g. Ma and Chan, 2003 and Ma, Pun and Lai, 2004). In the study of Ma 
and Chan (2003)，the meanings of food for patients with anorexia nervosa are explored; 
however, only the experiences of the patients with anorexia nervosa are included, while 
the experiences of the patients with other diagnoses are not included. The struggles in 
seeking help by the mothers whose children suffer from mental health problems are 
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explored in the study of Ma, Pun and Lai (2004). However, this research has not 
included the whole family, only the mothers were interviewed at the diagnostic phase of 
their children and hence, they had not gone through the services provided. How the 
children and adolescents and their families experience the in-patient and out-patient 
services remain unknown to us. Therefore, it is worthwhile to carry out a qualitative 
research related to this area. 
2. Research Questions 
The following are the research questions that have guided this study: 
• What were the difficult predicaments experienced by the children, adolescents 
and their families that had triggered them to seek help from the child mental 
health services? 
• How did they make sense of their predicaments? How did they conceptualize 
their difficult predicaments as child mental health problems? 
• What were the experiences of the children, adolescents and their families with the 
child mental health services provided by the Child Psychiatric Unit of Alice Ho 
Miu Ling Nethersole Hospital (AHNH), including their experiences of the in-
patient and out-patient services; and of other helping professionals? 
• How did they make sense of the services provided by the Child Psychiatric Unit 
and by other helping professionals? Were their service needs met by these 
services? 
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My research is going to explore and to identify the experiences of the children and 
adolescents diagnosed to have child mental heath problems and that of their parents, 
together with their experiences of the child mental health services provided by the Child 
Psychiatric Unit of AHNH and by other helping professionals. 
3. Research Objectives 
Foucault's analysis of subjectivity and power relations with supplement of social 
constructionism's view of meaning generation are adopted in theorizing this study. By 
using in-depth interviews, I aim at identifying the subjective experiences related to the 
child mental health problems of the children, adolescents and their families. Moreover, I 
want to explore their experiences of the child mental health services and how their needs 
are being met through the services provided by the child psychiatric unit and other 
helping professionals. I hope that the results of this research would expand our 
understanding of the predicaments of the children and adolescents who are diagnosed 
with mental health problems, as well as the predicaments of their families, based on 
which future intervention can be improved. 
4. Overview of the Thesis 
The present thesis consists of 6 chapters. 
Chapter 1 is an introductory chapter starting with the rationale of my study. 
Chapter 2 is the literature review. The concepts of mental health problems, and 
childhood and adolescence in the Western culture are reviewed in Part 1 and 2 
respectively. Part 3 is an overview of the traditional Chinese concepts on children and 
parental roles, with a discussion on the dilemma of parenting in Hong Kong. Finally, 
Part 4 provides an overview of child mental health problems in Hong Kong and a 
discussion of the knowledge gap in this area for Hong Kong. 
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The theoretical framework of this study is based on Foucault's analysis of subjectivity 
and power relations and social constructionism's view on meaning generation. These 
concepts are discussed in Chapter 3. 
The research methodology consisting of the research design, unit of analysis, sampling, 
setting of this research, methods of data collection, and analysis are discussed in Chapter 
4. The context of study and the profile of the participants are introduced in this Chapter. 
Chapter 5 and 6 summarizes the results of the study. Chapter 5 is an overview of the 
subjective experiences of the children and adolescents with mental health problems, and 
Chapter 6 is an overview of the subjective experiences of their families. 
Chapter 7 is a discussion of the findings of the present research. The contributions and 
limitations of this study are examined. At the end of the chapter, implications and 
recommendations for the role of social workers are made. The recommendations for 
future child mental health service development are discussed. This chapter is ended with 




This chapter examines the concepts of mental health, childhood, and parenthood from a 
historical perspective. From the literature review in the following, we can see how these 
concepts have developed into specific fields of knowledge because of different social 
changes, such that the voices or subjective experiences of humans are nullified and 
subjugated in the process. 
This chapter consists of four parts. In Part 1, the vicissitudes of the concept of mental 
health problems in the Western culture are explored in order to understand how madness 
became a disease, how it expanded its scope to every aspect of human conduct and 
relationship, and how the subjective experience of madness had been silenced in the 
process of making madness into a scientific knowledge. In Part 2, the development of the 
concept of children and adolescents in the Western culture is reviewed. In Part 3, the 
traditional Chinese concept of children and parental role is examined. The cultural 
differences in the concept of self between the Chinese and Western cultures are 
discussed. At the crossroad of the Chinese and Western cultures, the dilemma of Hong 
Kong parents would be addressed. Finally, child mental health problems in Hong Kong 
are examined, and the knowledge gap in relation to child mental health problems is 
discussed in Part 4. 
1. The Vicissitudes of the Concept of Mental Health Problems in the Western 
Culture 
The experience of madness was undifferentiated in the Middle Age when people's lives 
were organized by religion, and when mad men were treated as wicked sinners or feeble-
minded, godless people (Hothersall, 1990). Confinement was the earliest type of 
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hospitalization in the West (Harrison, 2004) and these places of confinement had become 
the home for madmen since the 17^ century (Foucault, 1961). 
Industrialization brought about a new sort of civilization to Europe, The human body is 
viewed as a machine which can be explored, broken down and rearranged (Foucault, 
1984, p. 182) into the desirable body to meet the needs of the industrial and capitalistic 
society. Madness was understood as irrationality, in contrast to the rationality of the new 
concept of man, and confinement became a place of correction where madman was 
explored, broken down, and rearranged. 
Medicine was endowed by political power to be in charge of confinement; hence, 
madness was viewed from a disease model. Psychiatry was established in the 18^ 
century to take charge of the confinement. Positivism and scientific observation became 
the dominant method in the development of psychiatric knowledge under the influence of 
science (Foucault, 1961，p.258). Confinement has become the "neutral domain" for 
rigorous scientific observation, and the homogeneity in all parts makes comparison 
possible. The observing gaze is "silent and gestureless" (Foucault, 1973，p. 109). The 
details of the observation must be recorded meticulously. The psychiatrists created a 
questionnaire for observation; and no further detail is gathered outside the questionnaire. 
The voices of madness are stifled under this practice of psychiatry. 
The compulsory hospitalization order had been established in order to protect the social 
order since the 19th century, with the psychiatrist being endowed the power to admit the 
insane to confinement by request. Hence, confinement carried out the function of 
discrimination and sanction for social danger, even when this danger was only a potential 
one. Moreover, families can request the order with the approval of the psychiatrist. As a 
result, the family relationship had become another domain of the psychiatrist's study and 
intervention (Foucault, 2003). 
In the second half of the 19th century, there was an outbreak of hysteria in psychiatric 
hospitals (Foucault, 1980，p. 186). Freud identified trauma in childhood, especially child 
7 
sexual abuse, as a specific cause for hysteria (Healy, 1997). Freud developed the concept 
of the unconscious out of the theory of repression. There are two forms of the 
unconscious: preconscious and unconscious. Preconscious refers to the latent feelings 
that are capable of becoming conscious. Unconscious refers to the unacceptable feelings 
which need to be repressed (Jacobs, 2003, p.34). Hence, hysterical symptoms are 
considered as the "blocked discharge" that are suppressed in order to ward off unpleasant 
experiences relates to sexual trauma in childhood as the symptoms are usually manifested 
by revulsion and fright (Izenberg, 1996). 
Freud later discovered that some of the abuse incidents reported by his patients were 
fantasies, and he considered the motive of fantasy to be sexual and to serve as a 
"protective weapon against" one's own libido (sex impulse). He further considered 
these symptoms as "the fulfillment of a wish," which typically included love toward the 
parent of the opposite sex and a death wish toward the parent of the same sex (Izenberg, 
1996). Out of this hypothesis, Freud discovered two basic human drives, the sexual and 
death drives. 
Freud (2003) postulates that the id constitutes the two named human drives, while the ego 
carries out the function of regulating the fulfillment of wishes according to what is 
available in reality, that is, the reality principle. Ego evolves into "a critical-moral 
agency" of the id. Meanwhile, the superego becomes a critical agency that "besieges" the 
ego and "defiles" the id through "judgment, fury, and condemnation" that "inform the 
sense of conscience, guilt, shame, and moral reproach". Moreover, the ego has to deal 
with the reality (the external world) and with the superego. It is the ego's function to 
unify and reconcile the demands from the opposing forces of the id and the superego. 
When the demand of the id could not be fulfilled, the ego "seeks to fight it off through 
the process of repression" (p. 120) or re-channel the energy (force) into art and literature 
via sublimation (Jacobs, 2003). The repressed feelings would return as the symptom of 
neurosis. 
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Freud appeared to be the radical figure by the end of the 19th century because of his 
discovery of the "logic of unconscious" as Freud led people to turn their attention inward: 
the internal struggle among the id, ego, and superego or the internal conflict among 
desire, reality, and morality (Foucault, 1980). He also offered a "psychological 
perspective" (Izenberg, 1996) to the psychiatric field in viewing neurosis in the 19^ 
century. 
Moreover, Freud's discovery of childhood sexuality and his insistence of "parental 
etiology" for neurosis (Izenberg, 1996) have profound impact on the reorganization of 
family life, and of parent-child relationships. Parents have to be close to the child in 
order to prevent any threats of sexual abuse. Moreover, it is the parent's task (especially 
the father's in Freud's original theory) to resist the seduction of the child, to provide a 
strong moral figure for the child's identification and to build up his/her superego which 
constitutes the major part of his/her personality. The idea of sexuality provides guidance 
for parents in controlling the sexuality of their children. Hence, the neurosis or sexual 
perversion of the child that appears later in his/her life is the fault of his/her parents in 
child rearing. Furthermore, parents are now endowed with the role of enhancement of 
their children's development, thereby helping to create a new area for psychiatric 
intervention (Foucault, 2003). 
Besides the impact on the conceptualization of mental illness, Freud has created the 
psychoanalytic situation which becomes the generic cure of most psychotherapy (Jacobs, 
2003). Thereafter, analysts look for the sexual origin of neurosis in the memories of the 
patients; they attempt to "translate what they hear into sexual symbols," and they still 
manage to find what they hear and what they want to interpret (Friedan, 1963，p. 94). 
The voice of madness will not be heard without the interpretation of the analyst, therapist, 
or psychiatrist, as their raw voices are counted as irrational from the unconscious world 
(Foucault, 1981). 
Alfred Adler, the follower of Freud, had suggested treating the growing child in order to 
prevent adult neurosis (Nichols and Schwartz, 1998, p.22), and the knowledge related to 
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child mental health began to accumulate. "Child Psychiatry" was initially defined as a 
"distinct focus" within psychiatry in the 1930s to address the mental health of children. 
Parents, particularly mothers, started to be blamed for children's mental health problems. 
Bruno Bettleheim, the Director of the Orthogenic School at the University of Chicago in 
the 1940s，suggested the standard practice for institutional treatment, which combined the 
milieu and psychoanalytic therapies, and forbade parental visits for the first six months of 
treatment because it was considered to be "counter-therapeutic." Thereafter, the view of 
the "pathogenic nature" of parents became popular and was shared by many theorists in 
the mid-20th century (Lyons, 2004). 
Besides the extension of the clientele to children, the discovery of psychotherapeutic 
drugs had been another hallmark in the development of psychiatry. Iproniazid was 
introduced to mental hospitals in the 1950s to stimulate patients' appetites, energy level, 
and restore their sense of well-being. Imipramine was developed later as an anti-
depressant. Then Cholorpromazine was introduced in 1952 for the treatment of 
schizophrenia (Kramer, 1997, p.50). These two drugs brought about success in treating 
mental patients biologically. 
According to Elizur and Munichin (1989)，the admission of adolescents to mental 
hospitals in the U.S. increased. Adolescents were separated from their families and their 
social environment right after their admission, and had no contact with them until their 
discharge. By the time they were discharged, they had difficulties in returning home as 
their linkages with their families had weakened. Many adolescents became homeless or 
were readmitted for relapse. All these effects from deinstitutionalization called for the 
attention to be focused on the patients' social environment and family, in order that the 
immediate system of the patients could become part of the therapy focus, and family 
therapy started to flourish in 1940s (Nichols and Schwartz, 1998). 
Several concepts were influential in the way of viewing the family and symptoms in the 
field of family therapy up to the 1990s，namely, functionalism, general systems theory, 
cybernetics, and structural theory. 
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Nichols and Schwartz (1998) suggest that the family is considered to be a social system 
in general systems theory. Family members are interdependent, although they are in 
different positions of the family hierarchy (or family structure). Therefore, a change in 
the behavior or response of one member will lead to the change in behavior or response 
of other members. The purpose of these changes is to seek homeostasis or equilibrium of 
the family system. Symptomatic behavior is now considered as one of the various ways 
to reach the final goal of equilibrium of the family system. In the perspective of 
functionalism, a symptom is considered as the sign of a family that is not adapting well 
and needs help. The focus of the treatment would be on helping the family to adapt to or 
function better in the environment where the family exists. 
Cybernetics refers to the idea that systems are self-correcting. The idea suggests that 
family rules govern the range of behavior a family system can tolerate (i.e., the family's 
homeostatic range). Negative feedback in the communication circuits, such as symptoms 
and double-bind messages, are used to enforce those rules. Feedback loops around the 
symptom is considered as the system's reaction to it. When the negative feedback loop 
that a family is accustomed to becomes ineffective, the positive feedback is triggered; 
however，the symptom is amplified and creates a vicious cycle. Therefore, no one in the 
system is singled out to be the cause; the problem is contributed by the ongoing circular 
feedback loops of the family (Nichols and Schwartz, 1998, p.l 16). 
The structural theory appears to compensate the systems theory as it does not indicate the 
direction for change (Haley, 1980). The structural theory suggests that a healthy 
structure for the family organism consists of clear boundaries, particularly generational 
boundaries. Unclear boundaries (overly rigid or overly diffused) create a dysfunctional 
family structure, a manifestation of which is a symptomatic family member. If the 
structural flaw is corrected, the family organism will return to health (Nichols and 
Schwartz, 1998，p. 120). The symptom of an individual is considered as a structural flaw 
of his/her family. The reorganization of the family structure is therefore considered as 
curing. 
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The incorporation of the family perspective in viewing mental health problems suggests 
symptoms to be functional for the survival of the family. A symptom does not just 
indicate individual defect but family defect as well. Moreover, the parents usually are 
blamed for the cause of the mental health problem of the child in the family therapy 
context up to the 1990s. Moreover, in the search and correction of the structural flaw and 
dysfunctional communication pattern, family affliction is put aside so that the subjective 
experiences of both the individual and the family are nullified. 
The focus of family therapy has recently changed from the disease model to a "health-
based competence model" in which "families are not viewed as pathological, pathogenic, 
or dysfunctional, but as basically and potentially competent" (Mohr, 2000, p.596-597). 
Instead of finding faults and pathology, therapists become focused on the empowerment 
of families in order to adjust to the social norm better. However, the vision of viewing 
the difficulties of families in the larger socio-cultural context is still a missing part. The 
subjective experiences of the afflicted families and individuals hence remain as an 
unexplored area. 
2. The Development of the Concept of Children and Adolescents in the Western 
Culture 
Aries (1960) suggests that childhood and adolescence were confused concepts in the 
Western culture until the 20^ century because both the children and the adolescents were 
dependent on the care of others. As dependents requiring care, therefore, children were 
not welcomed until the industrialization period in the mid-18th century. 
Starting from the mid-18th century when industrialization began, families no longer 
depended on agriculture and moved to industrial production. Children were found to 
provide useful labor and had no need to depend on their fathers to teach them life skills. 
Children became financially independent and entered adulthood as soon as they joined 
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the workforce (Cunningham, 1995). However, children were the major victims of 
industrial injuries, while exploitation drew the mercy of the society. By 1850, a law was 
passed to protect children from joining the workforce too early in Europe (Roberts, 1996). 
Children were then recognized as unready for adult life, and needed special treatment and 
care. 
Adolescence was still an ambiguous concept until the 20th century. The expansion of the 
educational system offered discipline and training to keep the children under control 
(Aries, 1960，p.206). After the First World War at the beginning of the 20出 century, the 
attention expanded from children to adolescents; they became the subjects needing 
special treatment before they entered the adult world. Adolescence was recognized, and 
the need for discipline and training before the adolescents actually entered the adult 
world was also recognized. 
People's health condition was under surveillance by the medical police in order to 
prevent plagues and to ensure the quality of manpower because it was important for the 
progress of the economy and the power of the state. Hence, the family becomes "a dense, 
saturated, permanent, continuous physical environment which envelops, maintains, and 
develops the child's body' (Foucault, 1984，p.281). Securing children's development has 
become the most demanding objective for the family. 
Since the turn of the 20th century, different developmental theories have flourished. 
They divide human development into different tasks according to age. The ultimate goal 
of developmental theories stresses rationality, the attainment of autonomy, and 
objectiveness as the indicator of maturity, a concept which is culturally bounded (Lam, 
1997). Children and adolescents have to complete one task in order to move on to the 
next one. Any fixation and failure in completing the task is considered harmful for the 
children's and the adolescents' future development because of probable personal defects 
that will ensue, and their parents would be blamed for not maximizing their children's 
potential and their own role of caring for their children. Besides, those developmental 
theories would imply the direction for parental efforts which become the parental advices 
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offered by experts. Richardson (1993) summarizes the different kinds of parental advices 
offered by the experts in the 20^ century; however, the stresses and frustrations of the 
parents in executing such advices were usually neglected. The following presents a 
summary of some of the major perspectives. 
Psychoanalytic Perspective 
Freud outlined the psychosexual theory to describe the development of people's 
personality according to different stages of sexual development, and he believed that 
parental effort in controlling the child's sexual drive would be crucial for a healthy 
personality to develop (Berk, 1994, p. 14). 
According to Jacobs (2003), Freud classified sexual development into two phases. The 
first phase involves the oral stage (birth to age 1), the anal stage (age 1- 3)，the phallic 
stage (age 3-6), and then a latency period. The second phase starts at puberty which is 
the genital stage. 
At the oral stage, the primary interest of the child is centered on the mouth and what to do 
with it in order to get satisfaction for the purpose of self-preservation (Freud, 1969, p.11). 
At this dependent stage, the satisfaction of the oral need relies highly on the caretaker 
who is usually the mother. Mothers can control the child's conduct by restricting his/her 
food as a punishment or giving him food as a reward (Hall, 1954, p.l05). 
In the anal stage, the libido, the energy of the sexual drive, is centered on the retention 
and expulsion of feces (Hall, 1954, p. 107). Toilet training is the chance for the child to 
leam that his/her "output" is related to his/her parents' emotion; therefore, the selection 
of method and time to start toilet training is a reflection of parental attitude on the child. 
It is also the period of development when children leam guilt. A too harsh method or a 
high standard of cleanliness for the child who is not prepared to control the bowels 
psychologically would imbibe fear, guilt and defiance in the child's personality (Thomas, 
1992, p.141). � 
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Freud (2003) suggests that our psyche or psychic apparatus comprises of the id, ego, and 
superego. Id refers to our desires, while ego is developed to regulate our desires and the 
reality. Superego refers to the moral demand from parents, culture, and society. The 
origin of the superego is linked with the individual's first and most important 
identification with the father (for boys, and mother for girls) when the child enters the 
genital stage of development and the Oedipus complex comes to operate (p. 121-2). The 
superego is formed and makes up the moral part of the personality of the child if the 
Oedipus complex is resolved positively (Jacobs, 2003，p.62). 
If the Oedipus complex is successfully resolved, the child enters the other part of this 
stage, that is, the latency stage, when most sexual fantasies and activities are repressed 
until the puberty period when the sex organ is fully developed. 
After these three stages comes the genital stage. At the latency stage, the sexual instinct 
of the child dies down, and the superego is further developed. The child becomes an 
adolescent when he/she reaches the genital stage. At this stage, one's sexuality is 
matured. If the previous stage is successfully developed, marriage and child rearing 
come next (Berk, 1994). 
The development of personality is considered with reference to the maturity of different 
erotogenic zones, and a person needs to pass from one stage to another in a progressive 
order. The person is said to become "fixated" when he/she fails to progress from one 
stage to the next one (Hall, 1954，p.93-94)，and hence his/her personality could not be 
fully developed. 
Anna Freud (1965) extended Freud's developmental model into "developmental line" as 
she refined every stage of psychosexual development and divided each stage into smaller 
steps which the child will go through. She also provided guidance for parents to help the 
child go through each step in order to achieve the development of a healthy personality 
and prevent neurosis or psychosis (p.54). She further promoted that parents should be 
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sensible to "translate external occurrences into the internal experience" of the child 
(P.61). 
The central theme of Bowlby (1969)，s attachment theory is "the proposition that a 
sensitive, responsive caregiver, mainly referring to the mother, is critically important to 
the development of a secure attachment bond during the opening years of life. The 
mother has to stay as close as she can with the child and be responsive to his need. 
Housework and working outside are considered as antithetic parental behavior (p.241). 
The father comes to play "second fiddle" to the mother; his prime role is to provide 
emotional support to his wife (Bretherton, 1995, p.52). 
Bowlby considered prolonged separation (e.g., six months) or loss of an attachment 
figure as "a determinant of disturbance" (Holmes, 1993). The way how separation is 
handled is the key to secure bonding, and sees the parents as providing a "secure base" 
for the child to explore the world and proceed to being "autonomous individuals" 
(Bateman and Holmes, 1995，p.61). 
Psychosocial Perspective 
Erik Erikson is another follower of Freud who developed the psychosocial theory in 
accordance to the psychosexual theory (Berk, 1994). Erikson presented his theory which 
addresses growth across the life span in 1950. He sees human development as a product 
of "the interaction between individual (psycho) needs and abilities and societal (social) 
expectations and demands" (Newman and Newman, 1987). 
Erikson divides human development into eight different stages, and an individual 
acquires attitudes and skills at each stage in order to become a contributing member of 
the society. There is a basic psychosocial conflict which needs to be resolved along a 
continuum from positive to negative and which determines healthy or maladaptive 
outcomes at each stage (Berk, 1994，p. 16). With reference to Berk (1994)，the theory is 
summarized in the Table 1. 
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Table 1: Summary of Erikson's Psychosocial Theory 
Psychosocial stage Period of Description 
development 
Basic trust vs. Birth 一 1 From warm, responsive care, infants build up a trustful 
mistrust year relationship with the caretaker. Mistrust results from 
delayed comfort and harsh handling. 
Autonomy vs. 1 -3 year Children gain autonomy from the free choice granted 
shame and doubt to them by their parents. Shame and doubt would 
result if free choice is not offered. 
Initiative vs. 3 - 6 year Children develop his initiative with the support of 
guilt their parents. Through play, children experience the 
kind of person they can be. Overcontrol by parents 
would result in guilt. 
Industry vs. 6 - 1 1 year Children develop the capacity to cooperate with 
inferiority others. Negative experiences result in a sense of 
inferiority of the children. 
Identity vs. Adolescence The formation of a personal identity or role confusion 
identity diffusion in adulthood. 
Intimacy vs. Young Development of intimate relationship or isolation from 
isolation adulthood others. 
Generativity vs. Middle Contribute to the next generation through child rearing 
stagnation adulthood or productive work. Failure in these tasks results in 
the lack of a sense of meaningful accomplishment. 
Ego integrity vs. Old age Integrity refers to the feeling that life is worth living 
despair when looking back, while feelings of dissatisfaction 
would connote fear of death. 
Newman and Newman (1987) expand the psychosocial theory to three more stages. They 
described adulthood in more detail like the adolescence stage. They added the concept of 
gaining autonomy/independence from their parents to adolescence development. Hence, 
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adolescents are justified to be rebellious and to challenge authority in order to gain 
autonomy. The family has then to move from a nurturing role to a tolerating one in order 
to cope with the intense and inconsistent feelings of the adolescent. The family has to let 
go of the attachment formed between the parent and the child in previous years so that the 
adolescent would have the preparation of leaving home and so that he/she can gain 
his/her independence when he/she becomes an adult. 
Behaviorism 
The objective scientific method was used in the study of psychology in the early 20th 
century by John Watson, an American psychologist. Watson believed in observable 
events, that is, stimuli and response, and concluded that the "environment is the supreme 
force in child development. Adults could mold children's behavior in any way they 
wished, he thought, by carefully controlling stimulus - response associations". The 
operant conditional theory of Skinner, which suggests the desirable behaviors of the 
children can be increased by reinforcers while the undesirable ones were decreased by 
punishments, became popular in the middle of the century (Berk, 1994，p. 17-8). 
Unlike the psychoanalytic and psychosocial theories, behaviorism does not outline how a 
man accomplishes feats at different life stages. It only states the conditions in which 
desirable behaviors would appear or undesirable behaviors would disappear. 
Cognitive-developmental theory 
In the 1960s, Piaget's theory became popular as it offered another angle from which to 
understand the development of children's mind. 
Piaget divided the development of children's mind into four different stages: 
sensorimotor (birth - 2)，preoperational (2-7)，concrete operational (7-11)，and formal 
operational (11 years onward). Passing through each stage, the children improve in terms 
of greater adaptive ability to fit the environment. Cognitive development takes place as 
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the children actively explore and manipulate the world to construct their knowledge about 
the world (Berk, 1994，p. 19 - 20). 
3. The Traditional Chinese Concept of Children and Parental Role 
Unlike in the West, the concept of children appeared in the beginning of the Chinese 
culture's written history. Children were considered to be dependent and needed 
protection to grow up to be worthy adults of the society (Wu, 1997). However, "worthy 
adult" carries a different meaning as compared to that of the Western culture, the 
evaluation of which involves the understanding of the concept of man in Confucianism 
which is the mainstream way of thinking in the Chinese culture. Therefore, the concept 
of children and the parental role would be discussed in the following with reference to the 
Conftician idea of man. 
Confucianism emphasizes the hierarchical structure of authority which projects a 
harmonious and orderly society with reference to the “Five Cardinal Relations" (Lau, 
1997). The Five Cardinal Relations refer to five different relations: that of the sovereign 
and the subject, father and son，elder brother and younger brother, husband and wife, and 
friend and friend. These five relations are constructed in a hierarchical pattern, and both 
parties involved in the relations are circumscribed by rules of "correct behaviors which 
entail both rights and responsibility." This set of rules reinforces the conformity by the 
one at the lower end of the relation and prevents abuse of authority by the one at the 
higher end of the relations if this set of rules is actualized. Man is viewed as a relational 
being in the Confucian way of thinking, and he/she is perceived according to his/her 
"adaptability" to his/her role relationship (Bond and Hwang, 1987，p.216). Therefore, the 
concept of man is based on "the transaction with his fellow human beings" (Lam, 1997， 
p. 100). 
Hofstede defines collectivism as "a preference for a tightly knit social framework in 
which individuals can expect their relatives, clan, or other in-group to look after them in 
exchange for unquestioning loyalty" (cited by Bond and Kwang, 1987，p.227). The 
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essence of collectivism as suggested by Lam (1997) is "individual responsibility for 
collective good"; the priority of concern for individuality is lower than the one for the 
group. Collectivism is developed from the notion of an ideal state from the Confucian 
way of thinking and is a dominant notion in the Chinese culture (p. 100). For an 
individual, the immediate group of reference is the family. Family prosperity is a major 
concern of the Chinese people; when there is a conflict of interest between the individual 
and the family, the individual is expected to give way to family. Therefore, individual 
growth and development are seldom stressed as it is believed that the growth of the 
family would lead to individual growth (Ma, 1987，p.57-8). 
Under such an influence, a unique concept of the self is generated in the Chinese culture, 
which is so different from the one in the Western culture. Krishner (1996) suggests that 
the concept of development in the Western culture is viewed as a process of attainment of 
autonomy which refers to the movement to greater rationality, individuation, and 
independence. Ultimately, an individual attains "freedom from external constraint and 
internal conflict," from the bondage and attachment in life (p. 194-5). However, in the 
Chinese culture, an individual moves toward an enmeshment of a variety of relationships 
in a particular moment of his/her life (Bond and Kwang, 1987)，that is, he/she is 
someone's son/daughter, then someone's friend, then someone's husband/wife and the 
sovereign's subject, and finally, someone's father/mother. The process of development 
for a child is a process of how he/she "leams to become human"(學做人）(Hung, 2000). 
Maturity in the Chinese culture should be viewed in the relational perspective. The child 
is said to become "human in his/her relationships" when he/she develops the skills 
necessary to fulfill all his/her responsibilities. Therefore, the concept of the self in the 
Chinese culture should be viewed in a relational perspective and one's adaptability to 
different roles which is defined according to the relations (Bonds and Kwang, 1987， 
P.216). This different concept of the self also made the traditional Chinese socialization 
for children a unique process. 
Parental attitude has a marked difference according to the children's age. Parents tend to 
be more lenient and even indulgent towards their infant before the age of three. The 
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change in parental attitude is observed when the child reaches the age of reason or 
understanding, which is called "dongshi,"('廑事）at the age of four to six (Ho, 1987). Wu 
(1996) defines "dongshi" as a developmental stage when the child develops his/her 
capacity for moral reasoning and when he is also considered as old enough to be 
punished. 
Filial piety serves as a guiding principle in governing Chinese socialization, and it 
"prescribes how children should behave toward their parents, living or dead，as well as 
toward their ancestors. It makes stringent demands: that one should provide for the 
material and mental well-being of one's aged parents, perform ceremonial duties of 
ancestral worship, take care to avoid harm to one's body, ensure the continuity of the 
family, and in general, conduct oneself so as to bring honor and avoid disgrace to the 
family name” (Ho, 1996，p. 155). Therefore, the obedience of the child to his/her parents 
or to the aged generation becomes one of the major components of filial piety; hence, 
parental authority is justified. 
Childish characteristics, such as playfulness, being active and impulsive, should be tamed 
in order to become human. Therefore, play is considered as useless for children and has 
to be restricted (Hung, 2000，p.50-1). Moreover, Ho (1987) suggests that Chinese parents 
concern more with the impulse control of the children and tend to be less tolerant of their 
aggressive behaviors. Ho (1996) further suggests that their exploratory and adventurous 
behaviors are discouraged in order to avoid harm to their bodies. This strong emphasis 
on impulse control is aimed at preparing children to meet the strong demands of social 
control in the future (p. 161). 
The other emphasis of socialization is about training on proper conduct. Reverential 
behaviors and the restriction of physical activities are emphasized among children. There 
are texts on family education which provide guidance for parents to teach children not to 
leap, argue, joke and so on; and how to sit, stand, walk, speak, and so on. Moreover, 
training in the control of feelings is stressed. A child is trained to "control his facial 
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expressions, his bodily postures, and his speech," as well as not reveal his/her thoughts 
and feelings (Wu, 1996，p. 145 -7). 
Although children are trained to control their feelings, they are taught to interpret adults' 
emotion from their facial expressions and act in accordance to their wishes, especially 
parental wishes. Moreover, children are expected to support and share with adults, 
especially their mothers, during hardship (Hung, 2000，p.70). 
The moral training of children was in great emphasis during the Sung Dynasty. Children 
were usually sent to apprenticeship or learned to be farmers from their parents. However, 
education was greatly emphasized during the Ming and Ching Dynasties when "keju"(科 
擧）was established as the national examination for the selection of mandarin officials for 
public service (Hung, 2000). 
Hung (2000) comments that people could climb up the social ladder and raise their social 
status by passing the keju and becoming state officials; hence, education became a tool 
for this, and children became the target of education. This strong emphasis was not for 
the individual interest of the children but for the glory and prosperity of the whole family. 
Hence, socialization has changed to aim at the emphasis of cognitive development. 
Education started as soon as the child became "dongshi," and it took place at home with 
the father as the teacher of the child. As education became more popular, the mother 
came to replace the father's role in cognitive development especially in the absence of the 
father. Children were sent to school to leam to recognize words at the age of seven or 
eight. Besides harsh punishment, toys and foods were given to reinforce children's 
learning. Education has become the center of the child's life. 
There is a division of labor between the father and the mother. The father is expected to 
take up the role of teaching, while the mother is expected to take up the role of nurturing 
and physical care of the children. The father would keep his distance from the children in 
order to induce the feeling of fear of the child. Harsh punishment, including corporal 
punishment, is adopted to exercise parental control (Hung, 2000). Moreover, shaming 
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and abandonment are the discipline techniques adopted by Chinese parents in exercising 
parental control (Ho, 1987). 
The strong emphasis on filial piety justified the strong authority of the parents, and 
Chinese socialization is characterized by authoritarian moralism, which demanded the 
children to be obedient in order to prepare them to function in the hierarchal social order 
(Ho, 1996, p. 164). Traditional parents are expected to carry out teaching by example. 
Parental affection to the children is considered as interference to parental discipline. 
Drowning the children with love, so to speak, or spoiling the children is criticized, and 
parents are expected to suffer from the consequences of the children's misconduct (Wu, 
1996，p. 147). 
Hong Kong is basically a Chinese society. However, it was once a British colony which 
experienced rapid economic growth and urbanization in the past decades and became a 
highly modernized industrial-commercial center in Asia. The belief system in Hong 
Kong "cannot be divorced from its cultural genesis, but its subsequent divergence can 
hardly be avoided" (Chan and Lee, 1995，p.83). 
The traditional value and practices of parenting are shared by parents and children in 
Hong Kong (Wu, 1996，p. 154) however; they are at the crossroads of traditionalism and 
the influence of Western culture. On the one hand, parents inherently follow the 
traditional value and practice of socialization; on the other hand, they worry about the 
psychological development of their children in terms of independence, autonomy, 
emotional sensitivity, assertiveness, and creativity because positive psychological 
development is considered as “winning criteria" in the Western culture. This cultural 
dilemma adds more frustration to parents and children in Hong Kong. Under this 
dilemma, parents feel the uncertainty of parenting and become obsessive in searching for 
the right way to rear their children; they even blame themselves when the children are not 
good enough (Wu, 1996). 
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4. The Child Mental Health Problem in Hong Kong 
In the holistic approach of the traditional Chinese medicine, physical and mental illnesses 
are not viewed as separate entities so that both the physical and psychological etiologies 
ought to be considered in the treatment process. The imbalance of yin and yang, the 
polar forces, is considered as the etiology of mental illness (Leung and Lee, 1996). It is 
believed in the Chinese culture that "emotions are affected by the functioning of specific 
bodily organs," such as happiness is related to the heart, anger is related to the liver, 
worry is related to the lungs, fear is related to the kidneys, and desire is related to the 
spleen. Therefore, the treatment related to emotional disturbance is the restoration of the 
normal functions of these organs by means of physiological interventions, such as 
medicine, diet, exercise, acupuncture, and so on (Bond, 1991，p.92). Although the 
medical model is still dominant in viewing a mental illness, supernatural explanation and 
healing are also considered as alternatives in the Chinese culture. 
Although there is a traditional thinking about mental illness in the Chinese culture, 
Western psychiatry became the basic frame of reference when mental illness was 
institutionalized in China and other Chinese societies at the turn of the 20^ century (Lin, 
1985，P.369). Hong Kong was not an exception in adopting this Western frame of 
reference, and being a British colony was the predisposing factor in adopting this frame. 
Mental health services were expanded to the community-based system in the 1960s and 
1970s; however, little attention was given to the children's mental health problems until 
the 1980s (Lo, 2004). Before that, the deviant behaviors of children, such as 
hyperactivity, were considered as conduct problems or naughtiness and they usually 
received punishment (Leung, 1997). 
Child psychiatric patients in Hong Kong were absorbed by adult psychiatric services and 
were mainly treated in out-patient units. Up to the 1990s, there were six child psychiatric 
centers in Hong Kong that provided services to children and adolescents who have 
developmental or neuropsychiatric problems, until they reach the age of 18. The 
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University of Hong Kong and the Chinese University of Hong Kong provide services to 
the Child Psychiatric Centers of Queen Mary's Hospital and Prince of Wales Hospital, 
respectively. In 1984, the Child Psychiatric Unit was established in the Prince of Wales 
Hospital which aims at providing clinical services to the patients, teaching, and research. 
When it was established, the Unit had no in-patient bed of its own; therefore, the child or 
adolescent needed to avail of adult in-patient services (Wong, 1990). Then child 
psychiatry became an expanded service of the Alice Ho Miu Ling Nethersole Hospital in 
1999. 
Although the biomedical model was still a dominant model in the psychiatric setting at 
that period, Dr. Luk Siu Luen who was then working at the University of Hong Kong, 
and Dr. Wong who was then working at the Chinese University of Hong Kong, were the 
two pioneers who introduced family therapy to the child psychiatric units in Hong Kong 
(Ma, 1998). Moreover, they took on crucial roles in constructing the perspective of 
understanding child mental problems in Hong Kong. 
Luk and Lieh Mak (1985) suggest that children with psychological disturbances should 
be recognized as ill and need medical attention. However, Chinese parents tend to fail to 
identify the psychological disturbance as an illness. Moreover, they tend to label this 
problem as a disciplinary problem if no somatic complaints are presented. The cultural 
difficulties of Chinese parents which are encountered in the management of child 
psychiatry problems are summarized as “(1) the poor educational attainment of the 
parents, (2) lack of psychological awareness, (3) the tendency to regard problem children 
as marginal members of the family, (4) the center of attention in the family is not usually 
the children, and (5) firm belief in the effectiveness of somatic treatment" (p. 18). Having 
identified these difficulties among parents, Luk and Lieh Mak (1985) espouse the 
perspective that child mental health should be placed within the unit of family 
framework, and they suggest that family therapy should be the major form of therapy in 
child psychiatry. 
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Echoing Luk and Lieh Mak, Wong (1986) suggested that hysteria (or child mental 
problem) should be conceptualized within the psychosocial situation of the children; 
hence, attention should be given to the predicament of the child. Wong (1990) also 
suggested that presenting symptoms are not just the tip of the iceberg in the child's 
psychopathology, but it should also go further to say that it is the tip of "the iceberg of 
the psychopathology of the family in which the child exists" (p.58). He identified the 
family as the treatment target and that family therapy is the major treatment. 
In Wong's study of hysteria (1987) which illustrated two cases of encopresis, he 
summarized the etiological factors as (1) parents with longstanding marital problem, (2) 
intense mother-and-son relationship with remote fathers, and (3) avoidance of dealing 
with family relationship problems (p.52). The encopresis of the child served as the 
instrumental and expressive functions of the family. Therefore, the treatment goal of 
Wong (1987) is to help parents resolve their marital conflict, to restructure family 
relationships, and to help the child express his/her suppressed emotions. 
On one hand，Luk and Lieh (1985) treated symptoms that exist in a child mental problem 
as illness; on the other hand, Wong (1986) suggested symptoms as an expression of the 
suppressed emotion of the child. However, Luk and Lieh (1985)，and Wong (1986，1987, 
1990) believed that a child's mental health problem should be understood within the 
family context and that family therapy should be utilized as the major treatment. 
However, they tended to understand the family context in a pathological sense whereby 
the family difficulty is identified as the etiology of the child mental problem. Parents 
were blamed for not solving their marital problems which led to the mental problem of 
their children. 
Although Luk and Lieh (1985), and Wong (1986，1987，1990) still hold a pathological 
view on children's mental problem and their families, their contributions to the 
development of family therapy in Hong Kong should not be neglected. Because of their 
efforts, family therapy advanced in Hong Kong, and then various trainings of this therapy 
26 
became available. Family studies in Hong Kong were established by Munichin and Lee 
Wai Yung in 1996 in order to provide training in family therapy. 
In response to the psychopathological model, a resilience model was espoused recently. 
In the case study reported by Wong (2001)，the resilience approach of working with 
families with multi-problems was suggested. This case report contained a story of a 
mother who had two sons. Her elder son had borderline IQ and showed emotional 
disturbance at school, while the younger son was placed in a foster family because he was 
diagnosed to have depression after he was bom. The father left the family right after the 
second son was bom, but he returned five years after. This also involved help from many 
different professionals, and then the family was finally referred to the writer who is a 
family therapist. The writer keenly incorporated the father into the parental system and 
enhanced his cooperation in parenting, after which, the child's problems improved. 
Hence, the writer proposed that the perspective of seeing family strength through letting 
the family solve its own problems should be shared with different professionals. 
It was a good point for this case study to promote the resilience model in tapping the 
family's own resource though the restructuring of parental hierarchy by involving the 
father. However, it created a situation wherein the father's return is perceived as the life-
saving factor for the family, while the mother had to accept him as a partner in parenting. 
Her feeling of being deserted, which had reinforced her depression, was not addressed. 
Moreover, the problems encountered at school by the elder son, who had borderline IQ, 
was not addressed, and the parental stress in coaching the elder son to meet school 
demand was not identified. Hence, this case report failed to provide a perspective of 
framing the problem in a larger social context and to address the predicament of the 
mother who had no choice but to adjust to and accept her husband. 
In the biomedical model, individual and family therapy are still the mainstream forms of 
treatment in the child psychiatric problem, but Ma and Chan (2003) shifted the attention 
to how the larger social context and socio-cultural factors shaped the meanings of illness 
of the patient with anorexia nervosa. In their research of understanding the different 
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meanings of food, they found that the patients in Hong Kong with anorexia nervosa 
would define food as follows: “（1) eating as an expression of filial piety, (2) food 
preparation as part of a woman's nurturing role, (3) self-starvation as refusal to grow up, 
(4) self-starvation as struggle for autonomy; (5) assignment of food as part of the family 
hierarchy, and (6) assignment of food as part of parental control" (p. 47). This diversity 
in the meanings associated with food expands the understanding of the patient with 
anorexia nervosa from a socio-cultural perspective and enriches the understanding of the 
patient in order to generate a new possibility of intervention, namely, helping these 
patients resume a healthy body weight as the primary goal. Moreover, by adopting a 
socio-cultural sensitive mind, clinicians should explore the meaning of the symptoms 
with patients and put these meanings back to the socio-cultural frame of reference. This 
would help the patients generate new meanings of their own which transcend the 
pathological self. The empowerment of the patient is the result of this process. 
Child psychiatric morbidity in Hong Kong can be divided into three categories: (1) "the 
behavioral disorders (commonly known as the emotional disorders and conduct 
disorders), (2) the neurodevelopmental disorders, and (3) the more "adult type" disorders 
(p.57). Wong and Tsoi (1999) conclude that there was “(a) a comparable overall 
prevalence rate，(b) similar sex difference in overall prevalence, and (c) similar 
prevalence of hyperkinetic syndromes in studies using similar methodology". However, 
there was "a higher prevalence rate for emotional disorder relative to conduct disorder", 
and a "higher prevalence rate for Gilles de la Tourette's syndrome" in comparison with 
the studies done in the West (Wong, 1990，p. 176). 
Shek (1997) gave an overview of the mental health of Chinese adolescents by using the 
General Health Questionnaire, and found that 23.7% of secondary students could be 
considered as probable cases of mental health problems. According to the research on 
depressive problems of Hong Kong adolescents in 1992，Shek suggested that 53% of the 
respondents had either mild, moderate, or severe levels of depression. Moreover，the 
anxiety score of Hong Kong adolescents was found to be higher than those reported in 
Western literature (quoted by Shek, 1997，p. 172-173). 
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Ma, Pun, and Lai (2004) estimated that there would be around 250,000 children and 
adolescents in need of mental health services; however, the utilization of such services 
would be low. Moreover, they explored and found that the mothers whose children had 
psychiatric problems had gone through a lot of struggle, and cautioned helping 
professionals in refining the existing service model that the biomedical model, psychiatric 
diagnosis, and prescription of drugs emphasized (p.34). Instead, they recommended the 
shift of service from a biomedical model to a holistic approach which emphasizes bio-
psychosocial care and support provided by a multi-disciplinary professional team. 
However, the details of how the team rendered the service were not described in this 
study. The child mental health service consisted of in-，day-, and out-patient services; the 
mothers included in the study were the "beginners" among service users, which implied 
that there is room for the exploration of the total experiences of child mental health 
problems and its service provision, and that the research subject should include the whole 
family to eliminate bias from the mother's point of view. 
Summary 
Starting from the 18也 century, when psychiatrists took charge of the confinement, 
madness was viewed from a disease model which would threaten the order of the society. 
The structure of the confinement made madness into a subject for observation and 
experiment by mean of positive scientific method. No attention was given to the 
experiences of the madmen. Freud offered a psychological perspective in viewing 
madness; however, the experiences of the madmen would not be recognized without the 
interpretation of the analyst. Starting from the psychoanalytic perspective, parents 
became pathogenic; they were blamed to cause their children to have mental problem. 
Child psychiatry was established in the 1930s which suggested treating growing children 
in order to prevent mental problem in adulthood. Family therapy before 1990s offered a 
helping hand to those families in need but blamed the family for their defect or structural 
flaw in causing the mental problems of the children. Thereafter, the subjective 
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experiences of the people with mental health problem and their families were fiirther 
neglected in the field of mental health. 
The concepts of childhood and adolescence are shaped by different social forces. Being 
objective, autonomous, and rational is the indicator of maturity in the Western culture. 
The developmental theories advise parents to rear their children to be acceptable 
members of the society; however, the stress and frustration of the parents in executing 
these advices are usually neglected. Theses theories have the power to predict the 
developmental outcome and personal defects of children and adolescents in which 
parents are usually blamed for poor outcomes. 
The traditional concept of children and parental role in the Chinese culture was largely 
influenced by the Confucian way of thinking. The concept of the self in the Chinese 
culture should be viewed from a relational perspective in which the adaptability of an 
individual according to different roles is emphasized. This is different from the concept 
of self in the Western culture. Filial piety is the guiding principle of socialization which 
is characterized by the training on obedience, proper conduct, impulse control, and 
acceptance of social obligations. Education is strongly emphasized as it provided 
chances for the family to climb up the social ladder. Under the impact of cultural 
dilemma, parents in Hong Kong are uncertain and lacking in confidence about their 
parenting, which has added more frustration and stress in socialization and growing up of 
their children. 
The contemporary development of psychiatry in China and in Hong Kong is based on the 
Western models. The biomedical model is currently the most dominant mode of practice. 
The development of child psychiatric service in Hong Kong started in the 1980s. In local 
studies on child mental health problems, parents are depicted as failing in recognizing 
psychological disturbance as an illness. Moreover, local studies suggest that the child 
mental health problems should be viewed within the family context; parents are blamed 
for the problems of their children because of their poor parenting or their failure to solve 
their own marital problems. 
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The diversity of local research about child mental health is limited. Existing research 
efforts still focus on the prevalence of child psychiatric morbidity or the causal 
mechanism of child mental health problems. However, the predicament and affliction of 
the family in the social context are not addressed. Although there are a few qualitative 
studies relating to the experiences of patients and their careers, the diversity of diagnosis 
is limited so that it is hard to provide a comprehensive analysis. Moreover, only the help-
seeking experiences of mothers have been explored. Thus, there is still room to carry out 
studies on the total experiences on child mental problems and services with the whole 




In the past few decades, the theory and practice of social worker are challenged by the 
postmodern and poststructuralism theories (Healy, 2001). Critical social workers, such as 
Healy (1999，2001), Pease and Fook (1999)，Ife (1999) and Rossiter (1996)，acknowledge 
and include the contributions of post-structuralism, especially Foucault's analysis of 
power relation and identity, into the traditional social work theory and practice. In the 
following, I will present the perspective of critical social work and the justification of 
using the concept of discourse, power / knowledge and identity from Foucault's work as 
the theoretical framework of my study to explore the subjective experiences of the 
children, adolescents and their families about their mental health problems. Then, I will 
discuss these concepts in detail. However, Foucault does not address the micro-process of 
how individual make sense of his / her experiences and identity. Therefore, I will include 
the concept from social constructionism, which suggests the individual generates 
meaning about his/her experience through linguistic process, to supplement my 
theoretical framework in viewing the experiences of children, adolescents with child 
mental health problems and the experiences of their parents. 
1. Orientation of A Critical Social Work 
Rossiter (1996) suggests that there are three overlapping trends that have challenged the 
practice of traditional social work in the past two decades. Firstly, it is the critique of 
positivism, referring to the trend that the faith of relying on scientific methods in solving 
human problems has declined. The claim of objectivity is also discredited. Social 
science is viewed as a form of power that the state uses as social control of the 
population. Secondly, the trust of generalizations of universal characteristics of human 
beings has declined. The universal application of social science theories indeed excludes 
individual experiences, such as woman, other than white middle class male. Thirdly, the 
"new social movement", such as women's movement, anti-racist activism, challenges the 
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emphasis on "individualistic, pathology oriented or adjustment centered approaches" of 
traditional social work practice (p. 24-25). 
In responding to these challenges, a group of social workers has attempted to include the 
postmodern critical theory and the concepts of power, identity and change in Post-
structuralism into the traditional social work theories to form a critical social work 
perspective (Healy, 1999 and 2001，Morley, 2003，Pease and Fook et. al.，1999 and 
Rossiter, 1996). Critical theory "values subjective experience, and hence affirms 
difference and the continual reconstruction of reality, while at the same time embedding 
this within a more macro analysis of structural disadvantage, or oppression" (Ife，1999，p. 
220). By means of including the analysis of the operation of power and resistance that 
occur in the society and people (Morley, 2003，p.64), critical social workers practice with 
a "structural perspective" which defines as a "perspective (that) attempts to repudiate 
pathology-oriented social work and replace it with a social work practice that names 
oppressions the cause of private troubles" (Rossiter, 1996，p.25). 
Critical social workers acknowledge the contributions of Foucault's work to their theory 
building and practice in various ways (Healy 1999，Pease and Fook 1999，Rossiter 1996) 
Firstly, Foucault analyzes how surveillance and discipline is exercised through human 
service since the 19^ century (Healy, 1999，Parker, 1998). This analysis helps critical 
social worker to rethink and examine his / her position as an agent of social control and 
oppression (Healy, 1999，p.ll6). Secondly, Foucault examines the techniques of identity 
formation which "acknowledge the contextual variability and endless fragmentation of 
identity". Hence, critical social workers view human experiences in its richness and 
complexity and dismantle the fixed identity of an individual (Healy, 1999，p. 116). 
Finally, Foucault's analysis of power relation and its productive nature is insightful so 
that critical social workers are able to recognize and exercise power sensitively, 
humanely and justly in their practice (Healy, 2001，Pozatek, 1994). 
I was a medical social worker in the past few years. I found my understanding of 
children and adolescents with mental health problems and their families was 
overshadowed by their diagnoses. When I met them, I saw 'mad children' or 'psychiatric 
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patients' and their 'pathological parents'. I considered them as inadequate individuals. I 
felt I was the expert who had the mission to rectify their personal deficiencies and to 
advise the parents on using better skills to cope with their personal and parenting 
difficulties. However, most of the time I found my intervention was not as effective as I 
expected. I found that they resisted my advice and guidance. Their resistance led me to 
include a critical perspective in practice. Adopting a critical perspective in social work 
does not mean the departure from the traditional practice; indeed, it has helped me to 
raise my awareness of the power relation and oppression in practice and to be sensitive to 
my service users. I want to rebuild my understanding about the children and adolescents 
with difficult life situations and their families. However, local studies related to child 
mental health problems were limited. Those that existed focused on descriptive 
epidemiology, (e.g. Wong, 1990 and Shek, 1997) or the causal mechanism of child 
mental health problems (e.g. Wong, 1986; 1987). These studies viewed child mental 
health problems from a psychopathological perspective. Parents were usually blamed for 
their poor parenting skills or marital problems in causing their children to have child 
mental problems. Moreover, the concepts of discourse, power / knowledge and identity 
are not used in viewing the child mental health problem in Hong Kong. 
Therefore, I adopt a critical social work perspective in understanding the experiences of 
the children and adolescents with difficult life situations and their families. I use 
Foucault's concepts of discourse, power / knowledge and identity, supplemented by the 
idea of social constructionism about the micro process on how people make sense of their 
experiences though their linguistic process with others as the theoretical framework of 
my research. I am going to explain these concepts and ideas in the following paragraphs. 
2. Discourse, Power / Knowledge 
Mental health problem, childhood and parenthood are human experiences. The literature 
review in the previous chapter shows that because of different social forces, such as 
social defense and economic development, these experiences are developed into different 
fields of knowledge which aims at searching the kind of body the society needs most in 
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order to protect the integrity of the social body (Foucault, 1980，p.58). Therefore, the 
experience of 'other form of being' was understood as madness and the concept 
dangerous individual was developed by the psychiatrists in the name of social defense 
(Foucault, 1994). A formidable body of knowledge has accumulated in relation to 
childhood and parenthood in order to forge the person into a body that the society desires 
since his / her childhood. 
However, the experiences of mental health problem, childhood and parenthood emerge 
differently in their domains of knowledge in different epochs in both Western (mainly 
Europe in the literature review of this study) and Chinese cultures as shown in the 
literature review. Foucault is the pioneer to study the history of the changes of these 
emergences and this historical study became the major part of his work on the concepts 
of discourse, power / knowledge. 
Foucault (1972) suggests that discourse should not be treated as "groups of signs 
(signifying elements referring to contents or representations) but as practices that 
systematically form the objects of which they speak" (p. 49). Burr (2003) defines 
discourse as "a set of meanings, metaphors, representations, images, stories, statements 
and so on that in some way together produce a particular version of events" (p.64). In 
other words, discourse gives form and shape to an object, and structures the way we 
speak about an object. It delimits what is included in the specific domain of an object 
and excluded from this domain. Therefore, it constructs the way we perceive the world. 
There are certain rules governing the formation and existence of discourse. Firstly, it is 
to "map the first surface of the emergence of an object". Individual differences of an 
object is shown, designated and analyzed according to "the degree of rationalization, 
conceptual codes, and types of theory", for example, according to the professional 
knowledge of a specific professional, like psychiatry. In this initial differentiation, 
"discourse finds a way of limiting its domain, of defining what is talked about, of giving 
it the status of an object - therefore of making it manifest, nameable, and describable". 
These surfaces of emergence are societal, historical specific，and appear differently in 
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different forms of discourse. Secondly, different systems are developed to divide, 
contrast, relate, regroup, classify and derive one object from another within a discourse so 
that the grids of discourse would be more specific, making it impossible to think or speak 
outside the discourse of an object. Finally, Foucault (1972) suggests the "authorities of 
delimitation" must be described, as they rule the existence of the discourse. This 
authority is linked to the institution which possesses its own rules, such as group of 
individuals constituting the profession, a body of knowledge and practice, and an 
authority recognized by the public opinion, the law and government. It has the authority 
to delimit, designate, name and establish an object as an object of its discourse. There are 
different institutions in the society to produce different discourses about an object 
(Foucault, 1972，p.41- 42) so that we have the religious discourse and the psychiatric 
discourse for the experience of ‘other form of being' or madness. 
The production of discourse is "controlled, organized, redistributed, by a certain number 
of procedures whose role is to ward off its powers and dangers, to gain mastery over its 
chance events, to evade its materiality' (Foucault, 1981，p.52). Therefore, it implies the 
exercise of power in the society. As the production of discourse is linked to the power of 
the institution in the society so that we will find one discourse is 'truer' or more dominant 
than the other in the speaking of the same object. It is because of the decline or rise of 
the power of the institution in the society; for example, religious discourse was the 
dominant discourse in explaining madness in the Middle Age; however, psychiatric 
discourse replaced the position of the religious discourse since the eighteenth century 
when the power of religion declined in Europe. 
There are certain procedures that are exercised to control the production of discourse. 
Foucault (1981) explains these procedures of restriction are discursive practices; they are 
from the exterior, such as prohibition (p.51); or from the interior, such as the disciplinary 
power of the institution (p.59), or from neither interior or exterior, such as the restriction 
of the qualification of the subject who speaks about the discourse (p.60-61). These 
meticulous discursive practices do not work alone; they intersect, reinforce and 
compensate each other and become a matrix of practice. This matrix rests on the support 
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from the institutions and their relationship with the economic and social process 
(Foucault, 1972, p.45). 
Foucault (1977) suggests discursive practice as "a delimitation of a field of objects, the 
definition of a legitimate perspective for the agent of knowledge, and the fixing of norms 
for the elaboration of concepts and theories" (p. 199). In other words, it is the discursive 
practice that produces knowledge so that the production of knowledge is linked to the 
exercise of power. Moreover, discourse implies the social practice of "what it is possible 
for one person to do to another, under what rights and obligations, is given by the version 
of events currently taken as knowledge. Therefore the power to act in particular ways, to 
claim resources, to control or be controlled depends upon the knowledge currently 
prevailing in a society" (Burr, 2003，p.68). Hence, Foucault (1976) suggests that power 
and knowledge are joined together in discourse (p. 100). 
Foucault's analysis of power does not end with its oppressive nature. Indeed, he 
develops a 'bottom-up model' of power which concerns its productive nature. In his 
analysis, power is everywhere in our daily lives instead of being held in the hand of 
powerful institution. Instead of being oppressed, individuals are active agents in 
exercising power (Mills, 2003). His analysis of power is summarized in the following 
(Foucault, 1976，1980). 
Firstly, power must be understood as a set of interacting forces that creates conflict 
among individuals in relation, instead of a force of coercion pressed from one party to 
another party, for example, from institution to individual. Social life is viewed as a net of 
shifting power relations which change through the process of negotiation between 
individuals. In other words，when there is power, there is resistance, which is a reacting 
force to power. They are two sets of forces in relation; each constitutes and is constituted 
by other (Powers，2001，p. 14). Secondly, power relations must be embodied in a specific 
context, that is, a particular time and space in historical moment. Finally, power is 
exercised through practices and strategies, such as discursive practice discussed above， 
with the power relations taking effect as a result. 
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3. Discourse, Subjectivity and Human Problem 
Foucault (1994) unravels that the major objective of his research is to "create a history of 
the different by which, in our culture, human beings are made subjects" and he 
summarizes there are three modes of transformation or objectification of human beings 
into subjects. The first is the "modes of inquiry that try to give themselves the status of 
sciences" (p.326). Positive methods or scientific procedure and mathematics are used as 
the methods of inquiry in the knowledge building of human beings, hence, the discipline 
of human science was formed in the seventeenth and eighteenth century (Foucault, 1994a, 
p.345). 
The second mode of objectification is called ‘dividing practices'. A human is objectified 
to divide inside him / herself or from others (Foucault, 1994，p.326). Therefore, human 
beings are categorized as sane and insane, criminals or good citizens etc. 
The final mode of objectification is "the way human being turns him- or herself into a 
subject" (Foucault, 1994，p.327). This mode of 'subjectification', as called by Rabinow 
(1984)，refers to the process of active 'self-formation' which entails 'a process of self-
understanding' (p. 11). Through the mode of objectification, an individual is 'led to 
observe himself, analyze himself, interpret himself, recognize himself as a domain of 
possible knowledge' (Foucault, 1984a, p.943) and constitutes the identity of who we are. 
'Subjectivity' is a term used in the Poststructuralism rather than 'identity'. Weedon 
(1987) defines subjectivity as "the conscious and unconscious thoughts of the individual, 
her sense of herself and her ways of understanding her relation to the world" (cited by 
Healy, 1999, p. 121). Foucault comments that the individual actively recruits him/herself 
in this mode of objectification to constitute his / her own subjectivity (White and Espton, 
1990, p.24). 
Discourse provides a framework to understand one's own experiences and behaviors; it is 
a process of self-understanding in order to form our subjectivity (Burr, 2003，p.73). It 
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also produces knowledge which the human uses to divide within him/herself against the 
others, and gives him/herself a scientific state if the knowledge is produced in according 
to the scientific discourse. However, this subjectivity is not stable. In fact, the 
subjectivity is fragmented, and varies in according to the discourse operating within 
specific contexts (Healy, 1999，p. 121). These three modes of objectification combines 
and acts together and become an on-going discursive process to constitute to the identity 
of human (Mills, 2003，p.83) by various means, such as self examination, spiritual 
exercises, admission, confession (Foucault, 1984a, p.943). 
Discourse and knowledge are not benign in the society; they imply power relations. The 
initial accumulation of information related to human and that constituted the discipline of 
social science were all about surveillance and control of the population (Parker, 1998, 
P.68). This accumulation of knowledge constitutes the normality of the society. An 
individual comes to recognize himself as a normal being by dividing himself from 
insanity with reference to normality in the society. The meticulous exercise of discursive 
practice makes it impossible to speak outside the discourse so that an individual is limited 
to speak about the part of his experience which is considered as 'normal' or otherwise he 
would be classified as ‘insane，. In such a way，an individual constitutes his / her 
'normal，self identity. 
White and Espton (1990) suggest a discourse "can never encompass the full richness of 
our lived experience" (p. 11). Therefore, a large part of the life experience is not 
articulated as it falls out of the 'truth discourse' which is "normalizing in the sense that 
they construct norms around which persons are incited to shape or constitute their lives". 
As a result, a specific 'normal' personhood or subjectivity is constituted and becomes the 
only form of personhood prevailing in the society and subjugates others. White and 
Espton (1990) further assume the problem of people in light of the analysis of Foucault as 
"those narratives that do not sufficiently represent a person's lived experiences or are 
contradicted by vital aspects of that experience are significantly informed by the "truth" 
discourses of unitary knowledges (which refers to the scientific knowledge)" and 
"persons are incited to perform operations, through the techniques of power, on their 
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lives and relationships in order to subject themselves and others to specifications for 
personhood and relationship that are carried in these truth discourses" (p.28). 
4. Criticism from Foucault and Inspiration for the Theoretical Framework 
Foucault (1976) outlines the historical background of his study of power / knowledge and 
how they are joined in discourse. Starting from the 17^ century, some major changes had 
taken place in the European countries: one was the fall of the monarchy and the rise of 
state; the other was industrialization and the rise of capitalism. Because of these two 
major political and economic changes, states needed to take control over the life of the 
people in Europe and this implied the exercise of power in two basic forms. One form 
of power focused on "the species of the body", or the regulation of population which was 
concerned about the biological process such as propagation, births, level of health and 
longevity. This supervision was carried out through a series of intervention and 
regulatory controls, such as observations and record taking by the (field of) medicine 
with regards to public health, housing etc. The other form of power centered "on the 
body as a machine", with a rapid development of different disciplines, such as university, 
secondary school, army, workshops etc. and they carried out different procedures of 
power in order to optimize the capacity of the human and to ensure the usefulness and 
docility of the human body so that this human body could be integrated to "the systems of 
efficient and economic controls" (p. 139 -140). The development of disciplines, such as 
psychiatry and criminology, were further incited in the nineteenth century. Foucault 
(1980) suggests that a new principle of protecting the body of society in "a quasi-medical 
sense" appeared in the nineteenth century. Therefore, remedies and therapeutic devices 
started to be employed to protect the integrity of the social body. These devices include 
segregation of the sick, monitoring the contagions and the exclusion of delinquents and 
madness by means of quarantining. This needs precise identification of the sickness, 
delinquents and madness (p.55). 
These political and social changes incited the proliferation of different fields of 
knowledge concerned about human life. Hence, Foucault (1976) suggests "the method of 
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power and knowledge assumed responsibility for the life processes and undertook control 
and modify them". It was the time in history, Foucault (1976) comments，that Western 
man learned to be a "living species in a living world" and to distribute themselves in an 
optimal manner with reference to the different field of knowledge. This had made 
"knowledge-power an agent of transformation of human life，，(p. 142-3). 
Foucault (1976) criticizes the transformation of human life brought about by the 
knowledge-power had considerable consequences. The first criticism is about the 
mutation in the will to knowledge. Foucault (1981) comments the will to know was 
gradually replaced by the will to truth at the turn of the 16^ century. Foucault suggests 
that in the century B.C.，the discourse of knowledge aimed at "prophesying the future 
not only announced what was going to happen but helped to make it happen, carrying 
men's minds along with it and thus weaving itself into the fabric of destiny". However, 
this discourse was replaced by the scientific discourse and the will to know was replaced 
by the will to 'truth', which refers to the objective reality knowledge. With the support 
from the different institutions, combined with the matrix of discursive practices, scientific 
discourse exerts pressure on other discourses and scientific knowledge becomes the 
unitary form of knowledge the will of the society is heading for (p. 54-55). 
The other criticism is about the normalizing power of knowledge. Knowledge / power 
needs a "continuous regulatory and corrective mechanism" in order to fulfill its 
responsibility of taking charge of human life. Therefore, power takes its effect around 
norm which is constituted by the development of knowledge with the support from 
different institutions. A 'normalizing society' is one of the historical outcomes of the 
normalizing power centered on life (p. 144). 
The normalizing power is not exerted on the human in order to carry out the regulatory 
and corrective functions. With reference to the discussed above, human are actively 
engaged in the mode of subjectification, that is, the process of self-understanding. 
Human experience is structured and made sense with reference to the knowledge 
produced by the discourse prevailing in the society. However, the scientific discourse 
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becomes the centralized discourse in the society which cannot exhaust the expression of 
one's lived experience as it is much richer than this dominant discourse. In the light of 
the assumption of White and Espton (1990)，people come to have problem when the truth 
/ dominant discourse does not sufficiently represent their lived experience or even 
contradict with their experience, or people subjugate their personhood and relationship to 
the truth discourse. 
Although Foucault (1984a) suggests that in the field of human science, scientific 
discourse became the dominant discourse of analysis, his aim of analysis is not about 
whether the scientific discourse should or should not be the true discourse of the human 
science (p.943). Instead, Foucault (1980) criticizes "the effects of the centralizing powers 
which are linked to the institution and functioning of an organized scientific discourse 
within a society" (p.84). According to the scientific discourse, knowledge produced is 
claimed to be universally valid, with a cause-and-effect principle. Foucault (1984) 
comments that this totality would be a hindrance to research and he suggests that 
knowledge should be "an autonomous, non-centralized kind of theoretical production, 
one that is to say whose validity is not dependent on the approval of the established 
regimes of thought". He suggests the way out of this strand is an "insurrection of 
subjugated knowledges". For subjugated knowledge, Foucault (1984) refers to ‘historical 
knowledges' and 'naive knowledges' which are 'located low down on the hierarchy, 
beneath the required level of cognition or scientificity' (p.82-83). 
Foucault (1984a) suggests in the study of the relation between subject and truth that we 
should first be skeptical of the universal. These universal truths should be examined as 
"historical constructs" and see how “their content varies with time and circumstances" 
(p.943). This would enable us to identify the effects, dangers, and limitations of the idea 
or truths we used in our practices in order to form the criticism or challenge for the 
scientism of the human science (White and Espton, 1990，p.29). This is the reason why I 
chose to review the development of psychiatric discourse and the discourse about 
parenthood and childhood from a historical perspective in the previous chapter. 
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Foucault (1984) suggests the naive knowledge, which refers to the voices of the 
psychiatric patient, of the ill person etc. (p.82), had long been considered as disqualified 
knowledge. They were not heard or even recognized without the presence of 
psychoanalysts or doctors (Foucault, 1981, p.53). Their voices are the reflections and 
criticisms to the dominant discourse. Moreover, their voices are their exercise of 
resistance in their power relations. Foucault (1976) discusses instability of discourse and 
the possibility of resistance to reverse the power relations as illustrated by the example of 
homosexuality. Sodomy is considered as the 'great' sin against nature, the punishment 
for which was extremely severe before the eighteenth century. In the nineteenth century, 
the proliferation of different discipline of knowledge, such as psychiatry, projected a 
different view on it. It was no longer the 'great' sin but still considered as 'perversity' 
which needed social control. However, homosexuality began to speak in their own 
voices and formed a 'reversed' discourse in the contemporary society, demanding "its 
legitimacy or naturality to be acknowledged", and it was finally disqualified medically 
(p.lOl). 
Moreover, Foucault (1984a) suggests when people enter a particular field of discourse, 
"they open up a field of experience in which the subject and the object are both 
constituted only under certain simultaneous conditions, but in which they are constantly 
modified in relation to each other, and so they modify this field of experience itself’ 
(p.944). The truth discourse is not imposed on the person from the outside; the person 
has his/her own way of making sense of or interpreting the discourse and his/her 
experience. Therefore, Foucault (1976) suggests we should not imagine the world of 
discourse to be divided between dominant and dominated, but that there is a network of 
power relations operating within (p. 100). 
The prevailing child psychiatric discourse assumed parents to be totally responsible for 
the mental health of children (Foucault, 1976). Parents are even blamed as the cause of 
the mental health problem of their children according to this discourse. The identities of 
the 'mad child' or 'psychiatric patient' and 'pathological parents' are constituted within 
this dominant discourse. They are regarded as targets of treatments in the child mental 
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health setting. These children, adolescents and their parents are usually divided into sane 
or insane, or good parents or bad parents according to the knowledge produced by the 
dominant discourse accumulated in the Western culture without taking the cultural and 
historical factors into account as discussed in the previous chapter. In fact, the 
constitutions of child mental health problem, childhood and parenthood have their own 
historical vicissitude in Hong Kong. Moreover, the 'dominant' discourse is not imposed 
on the person from the outside; the person has their own way of making sense of or 
interpreting the discourse and their experiences in order to constitute their own 
subjectivities. This incites me to carry out the in-depth interview to explore how the 
children and adolescents with mental health problems and their families express and 
evaluate their subjectivities as child psychiatric patients and pathological parents with 
reference to the dominant discourse about 'normal children' and 'good parents' in our 
society and the kind of power relations they experience once they enter the field of child 
mental health. Moreover, the result of the present research aims at providing an 
alternative view and a reflection of power relation operating within the psychiatric 
discourse to the prevailing discourse and knowledge of the child mental health field in 
Hong Kong, with the hope that the children and adolescents with mental health problem 
and their parents will be able to speak their strands with their own voices. Their voices 
become a powerful knowledge to modify the dominant discourse in the field of child 
mental health. 
However, Foucault or poststructuralism has not addressed the micro-process of how an 
individual constitutes his/ her experiences. This makes me to supplement my theoretical 
framework with the idea from the social constructionism. 
5. Social Constructionism 
Poststructuralism has not addressed the micro process of how an individual construct his / 
her subjectivities and make sense of his / her experiences (Burr, 1994) despite it 
considers language as the prime site of construction of subjectivity and the producer of 
44 
the meaning of the experience (Jessup and Rogerson，1999). Hence, the idea of the social 
constructionism supplements the inadequacy of Poststructuralism in viewing the micro 
process of the construction of people's subjectivities and experiences. 
The rise of the philosophy of social constructionism is a reaction from the critical 
reflections relating to the modernism or scientism in the therapeutic circles in the past 
decades (Gergen, 1992). In responding to the unitary knowledge produced by the 
scientism, social construtionism aims to provide an alternative view on knowledge and 
the assumptions of social construtionism are discussed in the following. 
Social constructionism rejects the ‘received view' of objective reality suggested by 
positivism (Franklin, 1995，p.396). Moreover, Burr (2003) contends that social 
constructionism suggests we should be cautious of the unbiased and objective method 
used in positivism and empiricism as the taken for granted way of understanding. She 
suggests that the knowledge of the world is constructed through the social processes, 
daily interaction and on-going dialogue between people (p.3-4). In fact, discourse about 
the world is considered as 'an artifact of communal interchange' in the view of social 
constructionism (Gergen, 1985, p.266). 
Moreover, Gergen (1985) emphasizes the contextual elements in the constitution of 
knowledge. The ways of understanding should be historically and culturally specific. 
Social constructionism suggests the ways of understanding are not only historically and 
culturally relative; they depend on the social and economically arrangements in a 
particular culture, time and space (Burr, 2003, p.4). 
Anderson and Goolishian (1992) suggest that in the social constructionism philosophy, 
human is defined as 'meaning generating beings' instead of an 'information processing 
machines' (p.26). Gergen and Warhus (2001) suggest meaning is generated within the 
'linguistic processes' (p. 104). In other words, meanings evolve endlessly with reference 
to the interactions between people (Hoffman, 1990，p.3). Meaning is not created within 
the individual mind; it is achieved through the conversation an individual engaged with 
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others. Language is the media of construction of very sense to self (Allen, 1993，p.32). 
Meaning is generated through the 'negotiated understanding' in the linguistic process 
between individuals (Gergen, 1985, p.267). Meaning cannot be isolated from relationship 
as it is generated from the conversation between people in relationship; therefore, 
meaning is always relational (Gergen and Warhus, 2001, p. 106). Meaning generated 
varies when the relationship of people in conversation changes. 
Subjective experiences would remain amorphous if it is not storied. People come to 
arrange and make sense of their experiences when they story their experiences to other in 
order to arrive at a ‘coherent account' about themselves and the world around them 
(White and Espton, 1990，p. 10). Although discourse structures the way people story 
about their experiences, discourse should not be objectified and treated as some kind of 
structure that exists within people's mind or imposed to people from the outside. 
According to the social constructionism perspective, people generate meaning about 
discourse when they are in conversation (Gergen and Warhus, 2001, p. 105). People still 
have the choice and negotiating power among different discourses, in fact, people take up 
an active mode in locating themselves in a particular discourse when they are in social 
interaction (Burr, 2003，p. 113). Hence, the subjectivities of an individual and how an 
individual generates meaning about their experiences vary with the context of the 
conversation that takes place. 
Summary 
The critical social work perspective attempts to include the Poststructuralism's concepts 
of power, subjectivity and change into their practice in response to the challenge to 
traditional social work in the past two decades. Critical social workers acknowledge the 
contributions of Foucault，s analysis of power relation and the techniques of subjectivity 
formation. I attempt to use these concepts as the theoretical framework of my research. 
Discourse constructs the way we perceive the world. Discursive practice controls the 
production of discourse; it is also the agent of the production of knowledge. The 
production of discourse is controlled by the institution in the society, therefore, discourse 
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is related to power and some discourses are truer than others. Power must be viewed as a 
network of forces which creates conflict and struggle among individual. When there is 
power，there is resistance. Each power constitutes and is constituted by the other. 
Therefore, power must be viewed in their relation. The power relations shift with the 
process of negotiation. Therefore, power is productive according to Foucault's analysis. 
Individuals actively engaged themselves in the 'subjectification' that is the process of 
self-examination and understanding with reference to the dominant truth discourse in the 
society. It is a process of formation of individuals' subjectivity. Individual does not have 
a fixed subjectivity as it varies with the context in which an individual represents his / her 
subjectivities. Although Poststructuralism considers the importance of language in the 
construction of subjectivities and how the individual produces meaning of his/her 
experience, it has not addressed the micro process of how subjectivity is constructed and 
how individual makes sense of his / her experience. The concepts from the social 
constructionism, which suggests that individuals generate meanings about their 
experience through conversation with others, are used to supplement my theoretical 
framework in understanding the experiences of children, adolescents with child mental 




This chapter is divided into six parts. Part 1 presents the rationale of selecting the 
qualitative research method as the methodology of the present research. Part 2 is a 
description of the research design. Part 3 consists of the information related to the 
methods of data collection and analysis. The subjects of this research were referred 
mainly by the Child Psychiatric Unit of the Alice Ho Miu Ling Nethersole Hospital 
(AHNH). Therefore, the setting of the Child Psychiatric Unit of AHNH is described in 
Part 4 in order to provide an introduction of the social context of the research. Part 5 the 
sampling method and the profile of the participant families of this research are described. 
Part 6 is the discussion of the definition of quality in qualitative research and the measure 
taken to secure quality in the present research. The chapter ends with a summary. 
1. Rationale of Selecting the Qualitative Research Method 
Although the present research is inspired by the work of Foucault, the methodology is not 
going to follow the methods he used in his study, nor is the current research a 
Foucauldian discourse analysis. Mills (2003) comments that Foucault did not fully work 
out a methodological position; however, one of the major elements in his study was 
drawing on archives because the number of archives he used in his study was huge 
(p.111). Burr (2003) suggests that the aim of Foucauldian discourse analysis was to 
"identify the discourses operating in a particular area of life and to examine the 
implications for subjectivity, practice, and power relations that these have"; however, the 
conceptual tools to guide the study were not available (p. 170-171). This study is not an 
analysis of discourse but an exploratory study of experiences of children and adolescents 
with mental health problems and their families. Moreover, most of the participant 
families in the present study were recruited after my resignation from my post as a 
medical social worker at the Alice Ho Miu Ling Nethersole Hospital. Therefore, my 
access to their medical record was restricted, and my data collection process mainly 
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relied on in-depth interviews with the children, adolescents, and their families，instead of 
drawing on archives. 
Creswell (1998) defines qualitative research as "an inquiry process of understanding 
based on distinct methodological traditions of inquiry that explore a social or human 
problem. The researcher builds a complex, holistic picture, analyzes words, reports 
detailed views of informants, and conducts the study in a natural setting," (p.15) and 
there are several reasons in selecting qualitative research method. First, the nature of this 
study focused on a "how" or a "what" so that "the initial forays into the topic describe 
what is going on;” this is different from the emphasis in finding a "why," that is the 
cause-and-effect linkage in quantitative research. Second, qualitative research is used for 
topics where there is a need for exploration as the variables are not easily identified, and 
theories are not sufficient in explaining the behavior of the study's population. Third, 
there is a need for a detailed view of the topic, that is, a close-up view of the topic. With 
reference to the previous discussion, the production of prevailing knowledge related to 
child mental health was restricted to the scientific discourse, while the subjective 
experience was a neglected part of the knowledge. Therefore, the present research aimed 
to capture the subjective experience of the children and adolescents with mental health 
problems, in order to fill the knowledge gap. Fourth, the study needed to be carried out 
within a natural setting in order to contextualize the findings. Finally, qualitative 
research was employed in order to "emphasize the researcher's role as an active learner 
who can tell the story from the participants' view rather than as an 'expert' who passes 
judgment on participants" (P. 17-18). 
The nature of this study is exploratory in that it is focused on questions of "how" in order 
to provide a close view of the experiences of the children and adolescents with mental 
health problems and their families. It is neither a research to test a theory nor an 
intervention method to be suggested as the best for the field of child mental health. 
Instead, it aims to enrich the understanding of the participants' afflicted experience in 
order to provide an alternative discourse to the prevailing knowledge in the field. 
Moreover, this research aims to contextualize their problems so that the understanding of 
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their predicament is enhanced. The present research aims to capture the views and 
meanings of the experience of child mental health problems from the perspectives of the 
afflicted family and their children, instead of understanding these from any expert's view. 
In fact, the afflicted family and the children are the experts in this knowledge field. In 
short, Cole (2005) suggests that qualitative research "takes the expansion-of-data 
approach by searching for elaborations of hidden meanings and multiple perspectives, 
and letting the voices of the participants become the dominant mode of presentation 
rather than simply condensing the data into depersonalized descriptions that are removed 
from the social interaction and human experiences in the larger cultural context" 
(paragraph 2). Thus, the qualitative research method was employed in the present study. 
2. Research Design 
Multiple case study method (Yin, 2003) is used as the research strategy of this research. 
Yin (2003) suggests that case study is a research strategy aims at answering the questions 
of "how" or "why" and the researcher had very little control over the events under 
investigation, Moreover, case study is used for the research focus on a "comptemporary" 
phenomenon in the real life situation. Therefore, case study is used when the researcher 
want to cover the contextual conditions of the event under investigation. This study aims 
at exploring how the children and adolescents with mental health problem and their 
parents experienced their mental health problem and the child mental health service in 
Hong Kong. Moreover, I want to explore the context of their different life situations and 
the effects of the child mental health. Therefore, a multiple case study method is 
employed as the research design. Each family sampled is considered as one single case. 
As a qualitative research, the result of this study does not aim at generalization; therefore, 
the family selected was not based on their similarities. Instead, I tried to select the 
families whose children had different diagnosis but received both in-patient and out-
patient treatment for comparison. 
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3. Methods of Data Collection and Analysis 
In-depth interview is used as the data collection method. In order to enrich the 
understanding of the predicaments of children and adolescents with mental health 
problems and their families, interviews at different levels, including the individual level 
and the family level, were conducted. All the interviews conducted were semi-structured, 
which means they were guided by an interview guideline as shown in Appendix 2. The 
guideline questions were designed to explore different aspects of child mental health 
experiences from the perspectives of the individuals and parents, the impact of the 
problem on the lives of the individuals and their families, and their encounter with 
services of the Child Psychiatric Team, including in- and out-patient services. 
Kvale (1996) suggests that the research interview is a specific form of conversation, an 
interpersonal interaction (p.31) "whose purpose is to obtain descriptions of the life world 
of the interviewee with respect to interpreting the meanings of the described phenomena" 
(p.5-6). In other words, the research interview method would describe and understand 
the "central themes" of the life world that "the subjects experience and live toward" 
(p.29). Moreover, the interview method is adopted to "seek to interpret the meaning of 
central themes in the life world of the subject. The interviewer registers and interprets 
the meaning of what is said as well as how it is said" (p.28). The form of knowledge 
suggested by social constructionism is not static; therefore, the interviewee may produce 
new insights and awareness during the process of interview, and the meaning and 
description of central themes may change as well (p.31). 
In order to enrich the understanding of lived experiences of the present research subjects, 
interviews were conducted at both individual and family levels. At the individual level, 
the child or adolescent, the mother, and the father were interviewed separately about their 
views in relation to the child mental health problems. At the family level，the interviews 
were conducted with the child and his/her parents as a group, in order to provide an 
alternative to explore how their experiences in relation to child mental health were 
expressed in a family situation as different insights, levels of awareness, and meanings 
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were produced from the interactions of different members in the family. Moreover, the 
design of the family interview also provided information about the interaction between 
family members and helped to contextualize the afflictions of the children and their 
parents. In addition, it also provided a chance for the families to negotiate their views of 
the problems in order to produce new meanings for their experiences. The family 
interview was designed to be carried out one month after the individual interview so that 
the subjects would have some time to rethink and consolidate their experiences. 
Within the time frame of the research, from July 2004 to June 2005,1 managed to gather 
data from six families whose children had different diagnoses, despite that there were ten 
cases referred by the child psychiatrists of the Unit originally. Four of the six families 
were referred by doctors of the Child Psychiatric Team, and two of them were selected 
from the cases I worked on when I was a medical social worker of the Team. However, 
one of the fathers was not able to participate in the interview as he was busy with his 
work, and he informed me about this at the final stage of the data collection process. 
Because the time frame was too limited, it was not possible to find a replacement. 
Moreover, the adolescent in this family was the only one who had been admitted twice 
among the other families. This adolescent revealed that she intentionally made herself be 
admitted for the second time. I finally decided to include this family in the research. 
These families agreed to participate in the research voluntarily after they were explained 
of the aim and procedure of the research. Written consents were obtained from the 
families. Each family member was further asked for their consent of participation before 
the start of each interview and they were allowed to drop out any time during the research. 
The content of the interviews was transcribed, and the transcription was sent to the 
families for their approval in order to secure the accuracy of the data. The personal 
details of the family were altered in this thesis in order to protect their privacy. All the 
interview recording and transcriptions of the interviews were stored in the locked drawer 
at my home in order to protect the privacy and confidentiality of the families. All these 
interview recording will be destroyed after the completion of this thesis. 
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The interviews were designed to be conducted at the individual and family levels. The 
family interview was proposed to be conducted one month after the completion of the 
individual interviews for the children and parents respectively. However, the schedule of 
the family interview was subject to the readiness of the families. Therefore, five out of 
six family interviews were not carried out within the one month period. Moreover, some 
individuals and families needed to be interviewed for more than one session because their 
readiness to talk about their experiences increased, once they became familiar with the 
interview situation. I have done twenty-nine interviews including both individual and 
family interviews. The details of the data collection schedule are reported in Table 2. 
Table 2: Details of the Data Collection Schedule 
Name of the family Source of referral Time of individual interview (venue) Time of family 
Children / Mother Father interview (venue) 
adolescents 
A From doctor July 04 (home) July 04 (home) August 04 (home) ~~Sept 04 (home) 
B From my previous Dec 04 (home) Dec 04 (home) Jan 04 (home) March 05 (at 
case CU“） 
C From doctor Jan 05 (at CU)* Jan 05 (home)* Jan 05 (home) April 05 ( h o m e ) ~ 
(interviewed for 3 (interviewed twice) 
times) 
D From doctor March 05 (at March 05 (home) March 05 (home) June 05 (home) * 
hospital) (interviewed twice) 
E From doctor May 05 (at out- May 05 (at CU) May 05 (at CU) July 05 (at CU) 
patient clinic of 
AHNH)* 
(interviewed twice) 
F From my previous April 05 (at CU) April 05 (at CU) Missing data May 05 (at CU) 
case 
* more than one interview was conducted to achieve the saturated set of data 
** CU refers to The Chinese University of Hong Kong 
The data were analyzed according to the suggestion of Connolly (2003), that is, the 
process of data analysis was divided into three phases: i.e., generative, interpretive, and 
theorizing phases. In the generative phase, the interview transcript is carefully examined 
in order to generate the "potential meaning." This generated meaning will be coded into 
notes. Then these notes will be arranged into a theme. In the interpretative phase, the 
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themes were translated into "conceptual categories" by finding connections between them. 
In the theorizing phase, the explanatory propositions were developed out of the analysis 
of conceptual categories (p. 106-110). 
The interviews were conducted in Cantonese, recorded by an i-Pod, and transformed into 
CD format. All the interviews were transcribed into text verbatim. The interview text 
was categorized into four different areas: (1) the experiences of the children and 
adolescents of their problems, (2) the experiences of the parents toward the problems, (4) 
the experiences of the children and adolescents about the services provided by the Child 
Psychiatric Unit and other helping professionals and (4) the experiences of the parents 
about the services provided by the Child Psychiatric Unit and other helping professionals. 
The commonalities and differences of their experiences would be discussed in the latter 
part of this thesis in order to trace the connections between their experiences and further 
develop into themes. 
4. The Setting of the Child Psychiatric Unit of the Alice Ho Miu Ling 
Nethersole Hospital 
The Child Psychiatric Unit of the Alice Ho Miu Ling Nethersole Hospital (AHNH) was 
established in November 1999. It provides in-patient, out-patient, and day-patient 
services to children and adolescents under 18 who live in the New Territories East Area, 
including Northern District, Tai Po，and Shatin. I worked as a medical social worker in 
the Unit since it opened, and I left the service in December 2004. 
The Child Psychiatric Unit is supported by a multidisciplinary team which includes the 
medical officer，nurses, Red Cross School teachers, a chaplaincy, a clinical psychologist, 
and a medical social worker. The team members carry out functions according to their 
professional orientation in order to provide holistic assessment and care for the service 
target. 
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The in-patient unit of the Child Psychiatric Unit consists of 16 beds. Children and 
adolescents are admitted to the in-patient service for observation in order to clarify their 
child mental health problem and to provide treatment if needed. 
The Red Cross School is a hospital school. It provides school services for children and 
adolescents from six to fifteen who are hospitalized, in accordance with the compulsory 
education policy in Hong Kong. Children and adolescents are allocated to classrooms 
according to their grades in their actual schools. The Red Cross School also provides 
assessment and treatment for the patients of the Child Psychiatric Unit who have school 
difficulties. 
The out-patient service consists of different clinics run by child psychiatrists of the Child 
Psychiatric Unit. The services include the initial assessment of the mental health problem 
of the children and adolescents, and a follow-up treatment for these problems. Follow up 
treatment consists of both counseling and drug treatments. The follow up interval 
depends on the severity of the problem so that the mental health problem of the children 
and adolescents will be closely monitored and observed. There are also different 
treatment groups provided by the day service of the Unit. 
The Child Psychiatric Unit receives referral from all sorts of professionals like medical 
professionals, teachers, social workers, and psychologists. The referral would be screened 
by a triage nurse. She would select cases that are urgent and arrange for medical 
appointments according to a questionnaire which screens the urgency of the problem. 
The child psychiatrist would try to identify the mental health problems of the children 
and adolescents, formulate the treatment, and refer the case to the relevant professionals 
and services. In case of doubt, the children and adolescents would be referred to the day-
patient or in-patient service for further observation. 
It is believed that the gathering of the details of assessment and observation from 
different professionals would provide a more holistic picture of the problems experienced 
by the children and adolescents and their families, which can in turn help formulate a 
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better treatment plan to help the children and adolescents. The details of the assessment, 
observation, and the progress of intervention would be reported at the Round of the Unit 
every week. When the children and adolescents are followed up by the helping 
professionals outside the Child Psychiatric Unit, a case conference is organized to 
consolidate the treatment plan for the children and adolescents when it is necessary. 
5. Sampling Method and the Profile of the Participant Families 
Purposive sampling method is employed for this study. The unit of analysis of the 
present research was defined as the families whose children and adolescents were 
diagnosed to have mental health problems by the Child Psychiatric Unit of the Alice Ho 
Miu Ling Nethersole Hospital. The other criterion is that all of the child/adolescent 
participants had been hospitalized in order to provide a more comprehensive analysis 
about their experiences of services. 
The recruitment of research sample process was not as smooth as expected. The in-depth 
interviews were regarded as time consuming for most parents and children. There were 
selected families who even dropped out after the first round of individual interviews. 
Finally, I managed to gather six families to participate in the present research within the 
data collection time frame. Despite the sample size of the research was suggested to be 
six by Morse (1994)，the diversity of diagnoses was limited to provide a more 
comprehensive analysis. The socio-demographic data of the respondents are summarized 
in Table 3. 
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Table 3: The Socio-Demographic Data of the Six Families 
Name Psychiatric Name / Sex of the Age / Occupation Age / occupation of the parents | Siblings 
of the diagnosis children and of the children and Father Mother (age) 
family adolescents adolescents at the 
time of interview 
A A t t e n t i o n A / M 13 /F.l student 44 /Manual worker 36 /Min i bus Elder 
Deficient j • , 
driver brother 
and 
Hyperactive ( 1 5 ) 
Disorder 
~ B Depression B / M 15/F.2 student 45 / Worked in the 43 / housewife Elder 
wd disciplinary force sister (20) 
adjustment 
disorder 
c Depression C / F 1 5 / F . 2 45 / Worked in 38 / H o u s e w i f e Y o u n g e r 
� d school student Mainland China brother (4) 
refusal 
(came home once a 
week) 
D Oppositional D / F 1 2 / P . 6 41 / Unemployed 41 / Housewife Younger 
Defiw Student brother 
Disorder 
(within the ( 1 0 ) 
home 
setting)* 
E Oppositional E / M 13/F . l Student 49 / Worked in 41 / Housewife Younger 
Defiant Mainland China step sister 
Disorder, 






F Anorexia F / F 1 8 / S h o p 45 / Truck driver 41 / Housewife One elder 
Assistant and construction sister (20) 
site worker Twin 
sisters 
(14) 
*D and her family were told by the child psychiatrist that D was assessed to have no psychiatric problem. 
However, D continued the follow-up as an out-patient of the Unit. Her current diagnosis was for the 
administrative purpose in order to keep her state at the Unit as an active case. Her child psychiatrist 
explained to me that he would continue to observe the development of the case when he referred the family 
to me for research. 
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The diagnoses and the psychiatric histories of the six children and adolescents were 
summarized in Table 4. All the participant children and adolescents had been 
hospitalized and the details of their hospitalization were summarized in Table 5. Besides 
receiving the services provided by the Child Psychiatric Unit, the children and 
adolescents were followed up by the helping professionals outside the Unit. The details 
of their follow up services were summarized in Table 6. 
Table 4: Diagnosis and Psychiatric Histories of the Six Children and Adolescents 
Name of the Diagnosis Age of first Need for Age of Attendance 
children and attendance at the medication hospitalization in out-patient 
adolescents Child Psychiatric service 
Unit 
A Attention Deficient and 12 On Ritalin 13 ^ 
Hyperactive Disorder 
B Depression and School 14 On anti- 14 Y ^ 
reftisal depressant (Good 
Compliant) 
c Depression and School 14 On anti- 14 Yes 
refusal depressant (Poor 
Compliant and 
withdrew finally) 
D Oppositional Defiant U No 11 Yes 
Disorder (within the 
home setting) 
E Oppositional Defiant 13 On Ritalin 13 Yes 
Disorder and Attention (Poor Compliant) 
Deficient and 
Hyperactive Disorder 
p Anorexia Nervosa 15 No 1" admission: No (se l f -~ 




Table 5: Details of Hospitalization of the Children and Adolescents 
Name School attainment at Month of admission Month of Length of staying 
the time of admission discharge 
A i^l July 04 July 04 25 days 
B R2 Mar 04 June 04 95 days 
C R2 Nov 04 Nov 04 29 days 
D R6 Feb 05 Apr 05 31 days 
E FJ Feb 05 Feb 05 27 days 
F F.5 (ist admission) Aug 03 Oct 03 56 days 
F.5 (2nd admission) Jun 04 Sept 04 92 days 
Table 6: Details of the Follow up Service Received by the Children and Adolescents 
FOj；:; Child Social Clinical Nurse Chaplaincy Police School Family 
Psychiatrist Worker Psychologist Counselor therapist 
N. fessional 
Name 
of the \ 
Children and N. 
Adolescents \ 
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The experiences of the six participant families related to their child mental problems and 
their encounter with the service provided by the Child Psychiatric Unit of AHNH were 
summarized in the following paragraphs. 
When A was promoted to F. 1 in 2004, his behavioral problem became more serious and 
A was at the edge of being expelled from school, Mrs. A sought help from the Child 
Psychiatric Unit of AHNH under the pressure from the school. After the in-patient 
observation, A was diagnosed to have Attention Deficient and Hyperactive Disorder. His 
behavioral problem improved after he was given medication. His child psychiatrist 
liaised with the school about the management of the ADHD of A. The school changed its 
attitude and became more tolerating to the behaviors of A. He continued followed up by 
the Out-patient Unit. He was also suggested to attend treatment group to improve his self 
control and development. 
B was sent to a summer camp by his parents in August 2003. He was bullied by his 
campmates and became depressed after he left the camp. In September 2003，B found 
that he was unable to attend school because of his poor mood and fear of people. The 
family approached different helping professionals to seek assistance before B reached the 
Child Psychiatric Unit of AHNH. He started anti-depressant and anti-psychotic drug as 
he was once suspected to have psychosis by a private psychiatrist. He was admitted for 
management of suicidal risk and clarification of diagnosis and treatment in March 2004 
and discharged in June 2004. He resumed schooling in September 2004, but his school 
attendance was unstable until the beginning of 2005. He continued follow up by the Out-
patient Unit to monitor his need for anti-depressant. 
C was a scholarship winner when she was in primary school, but she was not so 
enthusiastic in studying when she was promoted to P. 6. She began to skip school and her 
grade was affected. The problem persisted when she was promoted to F.l and she was 
suggested to seek help from the Child Psychiatric Unit by school. C was also known to 
the social worker and clinical psychologist of her school. She was assessed to have 
depressed mood and superior IQ by her school clinical psychologist. Although she was 
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given anti-depressant, she found that the drug neither lifted up her depressed mood nor 
improved her school attendance. Her drug compliance was poor and she withdrew from 
medication finally. She was admitted in October 2004 for the management of suicidal 
risk and treatment of her depression. She was discharged as she refused to return to 
hospital after home leave in November 2004. Her school refusal problem did not have 
much progress after discharge. She continued follow up at the Out-patient Unit. 
D started to have problem when she was promoted to P.6 in 2004. She refused to do her 
homework after school and became obsessive with watching TV until midnight. She had 
outbursts of temper when her parents tried to intervene. Her temper outbursts disturbed 
her neighbors and her family received a lot of complaints. Her family approached 
different professionals for help before D was suggested to seek help from the Child 
Psychiatric Unit by the social worker of the family service centre. After a few 
consultations by the child psychiatrist at the Out-patient Unit, D was admitted in 
February 2005 for observation and diagnosis. D was observed to behave normally 
during hospitalization and she was diagnosed to have Oppositional Defiant Disorder 
(within the home setting). The family was referred to receive family therapy offered by 
the Family Treatment Centre of the Department of Social Work of The Chinese 
University of Hong Kong. D continued follow up by the Out-patient Unit, despite the 
follow up was infrequent as her child psychiatrist finally concluded that she did not have 
a child mental health problem at the time of interview. , 
E was observed to be over active since he was a young child. He was referred to the 
Education Department by the request of Mr. E. He was assessed to have dyslexia and 
high average IQ. He was suggested to be referred to the child psychiatric unit for the 
suspicion of ADHD but Mr. E refused. The behavioral problem of E became more 
serious when he was promoted to the boarding school. He ran away with his schoolmates 
from the boarding school for a few times. He was arrested for shop-lifting when he ran 
away in November 2004. A Child or Protection Order was applied for E and he was 
under the supervision of a social worker of Social Welfare Department. E was referred to 
the Child Psychiatric Unit by the request of Mr. E. E was forced to be admitted to the In-
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patient Unit of AHNH by the Court for observation in February 2005. He was diagnosed 
to have Oppositional Defiant Disorder and ADHD and was prescribed Ritalin. The 
family was referred to receive the family therapy offered by the Family Treatment Centre 
of the Department of Social Work of The Chinese University of Hong Kong. E 
continued follow up by the Out-patient Unit. 
F was referred by the General Out-patient Unit where Mrs. F sought consultation for the 
depressed mood of F in June 2003. She was admitted to Child Psychiatric Ward of 
AHNH in August 2003 and assessed to have depression and anorexia nervosa after the 
first consultation of the child psychiatrist. She was put on a treatment program to regain 
weight. She was discharged by October 2003 after achieving 80% of her ideal body 
weight. F resumed school and completed F. 5 in 2004. However, she was still disturbed 
by her relationship with the twin sisters. Moreover, she found she was not given 
attention by her attending child psychiatrist at the Out-patient Unit. Therefore, she lost 
her weight intentionally for the second admission in June 2004. The family started to 
receive family therapy offered by the Family Treatment Centre of the Department of 
Social Work of The Chinese University of Hong Kong during the second admission. F 
was discharged when she regained her body weight and found a job as a shop assistant in 
September 2004. She withdrew from the follow up of the Out-patient Unit after she was 
transferred to Prince of Wale Hospital according to her residential address. 
6. Quality of the Present Research and Its Measure 
According to Kvale (1996)，the quality of a social science research is assessed with 
reference to the trinity of generalizability, reliability, and validity. However, 
"contextualization" replaces the emphasis of generalizability as the measure of qualitative 
research in the postmodern era. Contextualization of knowledge refers to the emphasis 
on the heterogeneity and contextuality of knowledge in which knowledge has to be 
unique and context specific, while universal knowledge is no longer a quest. Reliability 
refers to "the consistency of the research findings which is secured by the avoidance of 
leading questions and the careful handling of data transcriptions. Validity pertains to the 
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"degree that a method investigates what it is intended to investigate" (p.232-238). In 
other words, it is the extent to which the research reflects the situation, context, and 
people's experience in relation to the study. 
Therefore, Creswell (1998) suggests to replace validity with verification as the criterion 
in assessing the quality of the research. Verification is defined as a "process that occurs 
throughout the data collection, analysis, and report writing of a study" (p. 194). Creswell 
(1998) further suggests eight verification procedures, namely, prolonged engagement and 
persistent observation in the field by means of triangulation and the use of multiple 
sources of data, peer review and debriefing, analysis of negative case, clarification of 
researcher bias, member checks, rich and thick description of the settings, external audits. 
At least two of these eight procedures should be engaged in the research (p.201-203). 
In order to ensure the reliability of the present research, an interview was conducted with 
reference to the semi-structured guideline to avoid leading questions. Only open-ended 
questions were asked during the interview. Moreover, the interviews were transcribed 
into Cantonese in order to preserve the exact words used by the interviewee. Due to the 
time limitation, I was only able to complete the transcription of Family A and B and 
employed an assistant to do the rest of the transcription. The transcriptions were cross-
checked with the recording of the interview by myself. I have done this cross checking 
with each transcription for 3-4 times in order to verify the content and interact with the 
data. The transcriptions were finalized and verified by the families themselves. 
The validity of the present research was strengthen by different procedures of verification 
through the process of research. I took advantage of being a medical social worker of the 
Child Psychiatric Team of the Alice Ho Miu Ling Nethersole Hospital from 1999 to 2004, 
which was a very long engagement in the field and which familiarized me with the 
practice culture and setting. Except for F，all the children and adolescents were still 
followed up by the Child Psychiatric Unit. With the consents from the families, the 
attending child psychiatrists gave me a brief background about the families and I was 
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able to check the progress of the children and adolescents with the attending child 
psychiatrists after interviewing the families. 
There were two major sources of referral for the sample. One was from the child 
psychiatrists of the Unit, and the other was from the cases I worked with before my 
resignation. For those families referred by the child psychiatrists, I first listened to the 
information about the mental problems of the children provided by the referring child 
psychiatrist. Then I tried to carry out as many home visits, interviews and phone contacts 
as the families allowed within the research time frame in order to gain their trust and 
strengthen the validity of the present research. Two of the sampled families were cases I 
worked with previously, and rapport was built so that the validity of the current study's 
data was enhanced. However, it was difficult for both families to adjust to my new role 
of researcher, and I had to differentiate between the roles of a social worker and 
researcher at the beginning of the interviews. This role confusion needs further 
discussion in the following paragraphs. 
Goldstein (1994) compares the role of a researcher in ethnography and that of a social 
worker, and suggested that these two roles have so much in common. Both of them 
“strive to appreciate the human experience as it is lived, felt, and known by its 
participants (clients)" and "search for meanings, patterns, themes, and rhythms that shape 
the flow and process of being. Both of them recognize that understanding requires 
sensitivity to the contextual, temporal, and cultural complex in which meaning derives" 
(p. 47). Through the process of investigation, social workers interpret, discover, and 
generate meanings from clients. These commonalities in practice easily confused me and 
the participant families. 
Goldstein (1994) also suggests that social work practice should be likened to critical 
inquiry, that is, "through conversion - dialogue and critical reflection 一 that the partners 
(worker and client) search for an increase in self-knowledge, the reduction of illusions 
(false consciousness), the restoration of meaning, or the alleviation of injustice and 
discrimination" (p.47). In other words, it is a process in which both worker and client 
� 
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would come to recognize their awareness of the environment and their subjugation, and 
confront their subjugation. Therefore, the role of a social worker is different from that of 
a researcher as it aims at the induction of awareness and changes in the clients which 
involves the action of the social worker. 
In order to avoid role confusion, I tried my best to refrain from doing certain actions in 
dealing with them or giving any pieces of advice for their problems which I would have 
done if I were a social worker for the family. Instead, I allowed time and space for them 
to talk about their distress. However, it was not easy for both of us. It was especially 
hard in the case of Family B，as the mood and schooling problem of B persisted, and Mrs. 
B had the expectation that I would provide assistance to her in this aspect. Fortunately, I 
was backed up by the Child Psychiatric Unit of AHNH. I shared the difficulties of Mrs. 
B with the attending child psychiatrist of B，with her consent, so that the child 
psychiatrist would be able to provide assistance to her in this aspect. At the time of the 
interview, F was experiencing work stress, and she told me all about her stress before the 
interview started. F felt much better after she released her stress, and she did not 
consider that she needed further assistance in this aspect. 
Summary 
Qualitative research was employed as the research method of the present research 
because of its exploratory nature and the adoption of social constructionism as the basic 
research paradigm of this study. Multiple case study method is used as the research 
design. In-depth interviews at individual and family levels were used to capture the 
experience and meanings of these experiences of the children and adolescents with child 
mental health problems and their families. Semi-structured interviews were carried out 
with reference to the preset guideline. 
A total of six families participated in this research from July 04 to June 05. They were 
recruited from the Child Psychiatric Unit of the Alice Ho Miu Ling Nethersole Hospital. 
One of the six fathers refused to be interviewed at the final stage of the research time 
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frame. However, data from this family were still included due to the uniqueness of the 
case, that is, the child in this family had been admitted twice. Written consents were 
obtained from the families after the research procedures were explained to them. All the 
interviews were transcribed into Cantonese verbatim. These transcriptions were analyzed 
repeatedly in order to extract the themes and meanings of their experiences. 
In order to ensure reliability, the children, adolescents, and their parents were encouraged 
to tell their experiences in the interviews, and the transcriptions of the interviews were 
carefully handled. The strength of the validity of this research was based on my 
prolonged engagement in the field so that the study could be contextualized. Moreover, 
with the consent given by the families, the attending child psychiatrists of the participant 
children and adolescents gave me the brief background and I checked the progress of the 
families with the attending child psychiatrist. A continuous effort was put on rapport 
building with the participants in order to increase the validity of the research. 
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Chapter 5 
The Results of the Study : 
The Subjective Experiences of the Children and Adolescents 
This chapter aims at providing an overview of the subjective experiences of the children 
and adolescents with mental health problems related to their perceptions of their difficult 
life situations and their experiences with the services provided by the Child Psychiatric 
Unit of AHNH and other helping professionals. 
The Subjective Experience related to the Child Mental Health Problems : the 
Children and Adolescents' Perspectives 
The subjective experiences related to the child mental health problems of the children and 
adolescents are described with reference to three aspects: their narration of their difficult 
life situations and their conceptualization of their difficulties; their perceived effects of 
the psychiatric diagnosis and treatment on their school lives and family lives; their 
experiences with the services provided by the Child Psychiatric Unit of AHNH and other 
helping professionals. 
1. “I have problems, but my problems were not necessarily a child mental 
health problem.' 
Not all of the participant children agreed that they had a child mental problem; instead, 
most of them conceptualized themselves to have problems with their development or 
family. They were brought to the Unit passively by their parents. Their 
conceptualizations of their problems changed over the process of the treatment and with 
their response to the treatment. 
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Before A was admitted to the hospital for observation and assessment, A considered 
himself as a 'bad student' who had many behavioral problems at school including 
missing homework frequently, teasing other classmates, being talkative and inattentive in 
class. He agreed with the diagnosis as Attention Deficient and Hyperactive Disorder and 
narrated his symptom as 'stopping to use his brain' in the following. 
A: When I felt there was a large amount of homework, I would stop using my 
brain to think immediately, that is, I would not think that I would be punished 
to stay after school if Ifailed to return the homework. I did not think I had to 
return it finally. In short, if I did not feel like doing homework, I would not do 
it. 
He was able to concentrate in class more as he could not fell sleep after taking Ritalin. 
He had not missed homework because he was able to mark down all his homework in his 
student handbook and he used different folders to organize his books and homework that 
he needed to submit. During the home visit, he showed his exercise book that he used in 
Form 1 and the exercise book he was using currently for the comparison. In his old 
exercise books, he could hardly finish calculating a single mathematics problem and his 
drawings in geometry were messy because he said he had not used any ruler at all. In the 
exercise book he was currently using, his work was much tidy and readable; the drawing 
was not rough. 
At the beginning of the interview, B conceptualized himself to have a child mental health 
problem; his depression and ‘unreasonable fear' were triggered by the trauma of being 
bullied by the campmates. He described his suicidal attempts in the following narrative. 
B : During that period of time, I had taken the knife for four to five times! 
When I was holding the knife in the kitchen, my mother ran in and asked me 
what I wanted to do, I held a knife or a pair of scissors and tried to cut 
myself, I told my mother that I wanted to die, she ran to me to stop me. 
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His depression was further reinforced by his failure to attend school as school 
performance was his leverage to negotiate with his parents to buy things he desired. 
Therefore, he had a good compliance of medication because it lifted up his depressed 
mood when he felt defeated by the failure to attend school. However, in the latter part of 
the interview, he reflected his depression and uncontrolled temper were the manifestation 
of his rebellion to his parents and it was a necessary step for him to grow up. He cited an 
example of his using of temper to ‘rebel’ against his parents as the following. 
B: When you have a desire to buy something, you want them (his parents) to 
buy it for you, instead of telling them, "I want to buy it; if you don 't buy it I 
would die. “ I used an indirect way to tell them, a subtle way to let them know 
my desire. So I would be unhappy and tell them that I am very desperate and 
there is nothing that can help me. They would then ask me what will help me, 
and they would buy what I desire. People would say, "how can you use this 
method to get what you want! ” Perhaps, they do not know me. This is because 
I do not have any alternative; there is nothing I am particularly good at that 
deserves the thing that I want. I thought I had no way because I was not 
attending school, I did not know how I can make them buy things to meet my 
desire. 
C did not consider herself to have a child mental health problem; instead, she defined her 
problem in the individual interview as the following. 
C: It would be more suitable to say it is the doubts that I have about this 
world, although it is not my exact situation. 
I: What do you doubt about this world? 
C: For example, for a period of time, I did not know the purpose of attending 
school, so I did not want to go to school. I don 't know why I should be 
attending school and I don 't know what I am living for Now I don 't even 
know what this world is! 
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C narrated the development of her problem in the following narrative: 
C: Life should be like a music composition it would be better if I started 
from the period when I was in F.l. When I was promoted to my present school 
which was not my first choice but the third, I was unwilling to study there. 
Moreover, I couldn 't believe it because my school grade was excellent when I 
was in primary school. In other words, why couldn ’11 get into the school I 
wanted the most? When I got into F.l, I did not know anyone in the class at 
the beginning. I was not like the others who had one or two primary 
schoolmates to take care of each other. I became happier when I got to know 
some new classmates. It was like a music composition, there was a section 
that made you worry and when it was solved slowly, it came to a part with 
delight. However, when it came to the middle of the term, there was some 
noise; perhaps, there were some unstable factors inside Then when I got 
promoted to F.2, the noise was louder I remember there was a song that 
people killed themselves after listening to it this song kills. This song 
became this part of the music composition; it was not good but made you feel 
uncomfortable Then, it came to a part with both stability and noise, a 
little bit of mixture... when I just started to repeat F.2, there were some 
delights as I had the motivation to go to school. It was like everything started 
all over again. It was like there was hope again. Then suddenly, it was not 
long after I tried, this part of the composition was like a phase of solitude; you 
would not think it was good or bad, but it was just in solitude. It was because 
the hospitalization made me meet more people and think more It would be 
hard to explain, but I had the feelings that the following part is steady; it is 
like an introduction to the music composition in the future, there are some 
hopes. 
D did not find herself to have any problem. D threw temper in front of her parents when 
they forced her to do homework and self care. She narrated her problem as the following. 
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I: How did you look like when you threw temper? 
D: How did I look like? I would kick the chair and throw things. 
I: Would it affect others? 
D: Yes. 
I: Whom would you affect? 
D: All my family members. 
I: What would happen next? 
D: I threw things. 
I: What was next? Why do you need to see the doctor for throwing things? 
D: I was so noisy when I threw things and affected my neighbors. My mom 
pushed me to see the doctor. 
I: What did the doctor say to you? 
D: He said I was normal 
I: So why did you need to be hospitalized? 
D: I don 't know. 
Her child psychiatrist told her that she was assessed to have no psychiatric problem. Her 
conflict with her parents escalated because she found that her parents were nonsensical to 
force her to see the child psychiatrist. 
E disagreed that he was diagnosed to have ADHD and he did not think the medication 
helped him in temper control as his parents expected. Instead, he had difficulty to discuss 
with his parents about the decisions related to him, such as the choice of boarding school 
and hospitalization in the following narrative. 
I: Do you like boarding school? 
E: I can 't say I like it or not, it is like I am used to the life there. 
I: It sounds like you don 't have choice to be there. 
E: It is difficult to say 
I: How difficult is it? 
E: I don 't have the choice and I am not in charge! 
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I: Why? 
E: You ask my parents! 
I: They make all the decision for you? 
E: Not exactly, but most of them. 
I: Would they discuss with you? 
E: Yes. 
I: What would they discuss with you? 
E: It depends on their mood. 
I: You mean they would talk to you when they are in a good mood? 
E: Probably 
F realized that she had a child mental health problem when she was told to have 
anorexia nervosa at the first child psychiatric consultation. She said, 
7 accepted, and realized (the diagnosis). I did act like anorexic. I did not eat 
and I was unable to sleep all the time. I felt I did not have any spirit. I feared 
of coldness because I did not have any fat, and I did not have any energy. I 
experienced shortness of breath after walking a few steps. I remember when I 
was still in F.3, it was near summer holiday, and I was very thin. At school, 
we had to use stairs and there was no lift. When I walked to the fifth floor, my 
face was so red and I had shortness of breath. I was the captain of the 
Chinese subject, and my teacher asked me to carry the books from the fifth 
floor to the first floor and I had to walk back from the first to the fifth floor. 
My heart beat was so fast that I felt like I was going to explode. I felt so bad 
and my breath was dying. I followed my teacher and she asked me if I was 
tired and my teacher asked the monitor to help me.‘ 
F admitted it was a vanity to seek attention from her family members because she found 
she did not receive the attention from her parents liked her sisters. After having anorexia, 
she became the centre of attention of her family. She narrated the development of her 
problem in the following: 
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F: I knew I had to lose weight because I wanted to be pretty. I wanted to be 
thinner and thinner. But why were my sisters slimmer than me? My sister 
(Twin B) was so thin; I was two sizes bigger than her. I found it was unfair 
that my younger sister had all the good things, even in studying. 
I: Did your sister perform so well since she was small? 
F: I had the feeling that she was better than me forever! It was the reason why 
I liked Mathematics so much because she was not good at that subject. 
I: You felt you won over her in this aspect? 
F: Yes. 
I: So when you saw your sister was thin, you wanted to outdo her? 
F: I wanted to be thin, to be thin......just thinner than her. Even though my 
mother told me I was thinner than her, I did not believe her! 
Moreover, she regarded herself to have difficulty with her development when she was 
admitted for the second time. It was because she failed to find a job after she finished the 
Hong Kong Certificate of Education Examination. She felt depressed as she found 
herself being labeled as 'youth who is neither studying nor working' and failed her 
parents' expectation. 
2. 'My school and family lives were disturbed not only by my problems; but by 
the treatment provided by the Child Psychiatric Unit too!， 
2.1 Effects on School Lives 
From the perspectives of the participant children and adolescents, their school lives were 
disturbed by their problems and the treatment provided by the Child Psychiatric Unit and 
other follow up helping professionals. Medication improved the school performance of 
the participants; however, its side effect disturbed their school performance. The 
participants had reservation to disclose their problems and treatment to their peers at 
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school, despite the fact that they had been absent from school for a prolonged period of 
time. 
The school attendance of the participant children and adolescent was disturbed. They 
were absent from school for the hospitalization for different length of stays, ranging from 
25 days to 95 days. 
A was admitted after his examination; he did not have chance to participate in various 
school activities after the examination which he had not wanted to miss. E found he had 
difficulties in catching up his school work and lost interest in studying because he missed 
school for the beginning of the second semester. In her individual interview, D 
complained she did not have enough time to prepare for her examination, the result of 
which was important for secondary school allocation, as she was discharged a few days 
before her examination. B missed almost the whole term of his school year and C failed 
to attend school after discharge. Both of them had to repeat F.2. F self studied for the 
Hong Kong Certificate of Education Examination as she missed the beginning of the first 
semester of Form 5. 
All the participants needed to take leave from their school in order to attend the follow up 
of the Child Psychiatric Unit and other helping professionals. They needed to attend 
medical follow up monthly to bimonthly in order to review their progress and adjustment 
of medication. Moreover, they needed to attend follow up of other helping professionals, 
such as clinical psychologist, medical social worker and treatment groups etc. 
A, C，D and E would not explain to their classmates even if they asked why they were 
absent as they thought it was unnecessary to let their classmates leam about their 
admissions and treatment. Although all the classmates of B knew about his depression 
and admission to the hospital and he was grateful for their concern attitude, he did not 
want any of them to visit him during his hospitalization. F did not have comments in this 
aspect. 
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A and B reported the positive effect of the medication on their school performance. In 
the family interview, A described how his school performance was positively affected 
after taking the medication. His narrative is as follows: 
A : I don，t remember how I looked like when I was not taking medication. 
Mrs. A : You did not pay attention in class. 
A : I do now! I pay attention when I am not sleepy! 
I: You think the medicine helps you? 
Mrs. A : You think it is related to the medicine? 
A : I cannot sleep after taking the medicine. I feel sleepy (in class) but I 
cannot sleep. 
Moreover, there was more allowance from the teachers after A was known to have 
ADHD; his teachers reminded him to take medicine when he misbehaved. A shared that 
he enjoyed school more thereafter. B also reported that he was able to catch up better 
after he repeated Form 2. However, the drug effect affected his class performance 
negatively sometimes as he felt drowsy in class and needed to go the nursing room to 
rest. 
2.2 Effects on Family lives 
The participant children and adolescents revealed that their relationships with their family 
members were affected negatively by their problems. However, their family 
relationships were improved if their responses to the treatments were positive. 
At the individual interview, A was not diagnosed to have ADHD and had not started 
Ritalin. He described his problem had negatively affected his relationship with his 
parents in the following narrative: 
A : I think my father and mother love my elder brother more. They listen to 
all the opinions of my brother but they seldom listen to mine. 
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I •• Why? What is the difference between you and your brother? 
A : Well, they said, 'although the school performance of your elder brother 
is not as good as yours, he would not miss his homework. His school 
teachers would not need to see us and he would not get into trouble at 
school.‘ 
His relationship with his father improved after he had positive response to the Ritalin. In 
the family interview, he was too shy to share the change and his mother spoke for him, as 
follows. 
Mrs. A : he said to me a few days ago, 'do you know who loves me the most 
in the family?，I did not expect he would say it in that way, he said that his 
father loved him the most. He used to scold his father at his back but he 
said his father loved him the most. I never heard him said such a thing. 
Mr. A : I have not neither. 
Mrs. A : He would only say that father was bad as he hit him. 
B had more conflicts and struggles with his mother, who was his major caretaker after the 
onset of his problem; while B was not close to his father all along. B described his 
struggle with his mother in the following: 
B : I think I was in a poor condition; I wanted to die in the morning. After 
my father left home (for work), my mood dropped. In the afternoon, I 
started to struggle with my mother; I mean I would stand by the window or 
hold a knife in my hand...…I stood by the window with one leg outside it, I 
had the impulse to jump, then my mother came to pull me hack. We had 
fights for a few times. She asked me why I behaved like that. I told her that 
I was too painful to live like that. I said to her that you (his parents) were 
the ones who made me so painful. It was you (his parents) to make me to go 
to the summer camp, so that I met the bad campmates and had the mood 
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problem There were a few times that I hurt my mother and pushed her 
against the wall (when his mother tried to stop from hurting himself). 
Moreover, B scolded his mother when he thought of the plan that she had made for him 
by saying, 'you are so great (to arrange all this for me)!' Besides, he threw temper at his 
parents when he wanted them to buy things for him as he desired. 
In the family interview, B reflected that he no longer needed to use his temper or suicidal 
attempt to threaten his parents to buy things he desired as he had resumed his school 
attendance and improved in his school performance which was the leverage for him to 
negotiate with his parents. Moreover, he appreciated his parents who decided to send 
him to the hospital. He said, ‘I would not be here if they had not sent me to the hospital ‘ 
When his mother explained how she considered family support as the cure to the children 
with mental health problem, B agreed with her in the following dialogue. 
Mrs. B : I think my son is lucky, my son said, 'are you mad, mother? You 
think I am lucky!? ’ But I think he is lucky out of all the misfortune. 
I: Do you think you are lucky? 
B: Probably. 
Mrs. B : You can feel it when you look at your inmates. 
B : Some of the patients had no visitors or they were seldom visited. Even if 
they were visited by their relatives, they had fights and were beaten (by their 
relatives). 
I: What about you? 
B : It was much better in my case, much better. (He smiled to both of his 
parents.) 
C did not think that there was any impact on her family relationship after the onset of her 
problem. However, during the family interview, it was observed that she found her 
mother to be annoying when she tried to advise her about her school problem. 
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Mrs. C: You can change school if you want to. 
There was a long pause. 
I: She is trying to offer help to you. What do you think? 
C: Trash! 
Mr, C : You have to find a way out You are going nowhere now. 
Mrs. C : You want your father to support you forever? 
C: No. 
Mr. C : So what do you want? 
Mrs. C : You don 't want studying? 
C: (screamed) No! 
Mr. C : Stop! I want to know your plan! We are not pushing you but we want 
you to think carefully. Tell me what you plan to, and I will try to help, okay. 
Mrs. C : You can go to the evening school. 
C: (she had her head down) 
Mrs. C : It is really okay for you to go to evening school! 
C: You are speaking nonsense! 
Mr. C : Don 't talk to her now. What do you want from her? She needs to have 
her own plan. Give her time and let her think. 
Even though C viewed that her family had no part to play in her problem, she avoided 
interacting with her parents after the onset of her school non-attendance problem in the 
perspective of her parents. Their views were expressed as follows: 
Mrs. C : It is not your own problem but the family's problem. 
C: She (the school social worker) says so? 
Mrs. C : Yes, I want to know how the family can solve this problem. I mean it 
is not your own fault. Don't you understand? 
C: Oh! I don't know. 
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I ： Why her absence from school is not her own problem, but a family 
problem? How do you make sense of it? 
Mrs. C : She means her emotion is affected by the family. 
I ： (to the father) Do you agree with it? 
Mrs. C : But I saw it on TV .family affects her too! 
I: So how do you think your family affects your daughter? 
Mrs. C : It is obvious that she said that we loved the younger brother and 
neglected her, that means she is jealous of him. 
Mr. C : I don ’t think so. I love them both, but I don 't know what she thinks. I 
have this idea when I was small. I think everybody has this idea that parents 
will favor other siblings but love me less as we have many siblings. 
C: Do you really mean that? 
Mr. C: Yes. 
C : If my parents really love someone more, I think they love me more. 
I: You think they love you more? 
C: Yes. 
Mrs. C : So why do you keep saying "you favor boy more than girl"? 
C: You keep calling "son, come! ” for the whole day. Shit! 
Mr. C : Doesn ’t every child think like that? 
C : I don't think so. 
Mrs. C : Why don，tyou talk to your family? 
C: There is no topic!!!! 
Mrs. C : Oh yeah! But you have a lot of questions in your head! 
Mr. C : If there is no topic, try to find some. If you can 't find some, try to 
think what you want to communicate with your parents, right? You should not 
give up talking to your parents, you need a relationship with your mother and 
with father; you should not just give up. 
C : Yes.…•• 
Mr. C : There are things we can talk, like how can we get along better. You 
can tell us what you think parents should do. We can give you advice and you 
can try it out; it is okay to do so. 
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C: Yes 
Mr. C : You keep avoiding your parents. If you always think "I have nothing 
to talk with you then you will never talk to us. I don 't know what you are 
scare of. But we have nothing for you to be scared of, do we? You can talk to 
your mother. I am not home very often and I cannot give you much attention, 
but you can talk to me on the phone. I come home only three times a month, 
there are only six nights, it is not much time. If you close your door, there is 
really nothing left we can talk about. 
Their conversation ended with a pause and C showed no objection to her father by 
nodding. 
D found that her parents became so annoying that she had more conflicts with them after 
the onset of the problem. D found her parents to be nonsensical in taking her to seek help 
from the Child Psychiatric Unit and other helping professionals. In the family interviews, 
it was observed that she despised her parents, especially her father. She called them 'a 
jerk' or 'a fool' when they said things that she disagreed. She screamed at them when 
they tried to stop her. 
E did not think that there was change with his family relationship as it was conflictual 
even before the onset of the problem. He also found his parents, especially his father, 
made decisions for him without listening to him. 
F enjoyed the attention from her parents after the onset of her anorexia nervosa. Her 
mother became close and supportive to her. Her father was more attentive to and 
concerned about her. However, her relationship with the twin sisters became more 
conflictual. She became controlling to the twins in their eating as she wanted to look the 
same as the twins in their body shapes. One of the reasons for the second admission for F 
was to take a break from the conflict with the twin sisters. F was guilty when she found 
out the Twin A tried to avoid conflicts with her and went home later and the relationship 
between the twins and her father became conflictual as the twins were not as compliant as 
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F to their father. F commented the family therapy helped the family reconnect and they 
started conversation again in the beginning. Later, she tried to arrange working schedule 
to avoid the contact with the twins and tried to relate to them as a big sister instead of 
competing to be the youngest one at the beginning of the problem onset. 
3. 'Perhaps the treatment improved my problems, but it was such a painful and 
meaningless process to me!， 
The children and adolescents perceived the treatment process as painful and meaningless. 
Not all of them found the treatment helpful to them. They perceived their experiences 
with the treatment process as painful and meaningless. They found they were followed up 
by too many professionals who were unhelpful to them. They also found their opinions 
were not involved in their treatment process; therefore, they felt they were forced to 
receive the treatment. 
3.1 'The Child Psychiatric Ward - a place I never want to go again!' 
All of the children and adolescents strongly rejected readmission even if their child 
mental health problem relapsed. They were afraid of the prolonged hospitalization. They 
had no one, including their child psychiatrist and other helping professional, to discuss 
with them about their progress and discharge plan during their hospitalization. They 
were idle as there were not too many activities for them during their hospitalization. 
Their painful and meaningless experiences with the in-patient service provided by the 
Child Psychiatric Unit were described below. 
A rejected the admission. He missed his family. He asked the nurses about the condition 
of discharge as he was worried he would not be discharged; only one nurse answered him 
that he would be discharged if his behaviors improved. Therefore, he tried to be good. He 
said the following: 
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A: Although I was bullied, or I was beaten up (by the other patients), I would 
try to tolerate these. 
In order to stay out of trouble, A complained to the nurses about being beaten or bullied 
by the other patients and let the nurses handle it according to the nurse's instruction. 
However, he found that it was useless as the other patients would keep on teasing him 
even though they were warned by the nurses. Besides the stress of not being discharged, 
he found the ward life to be boring as there were not many activities in the Ward so that 
he slept in the afternoon to kill time and stay out of trouble. He found the ward life to be 
meaningless and unhelpful to him. 
B was admitted because of his suicidal risk and adjustment of medication. He was not 
ready to accept the admission when he was offered so that he needed to ask his school 
counselor to come to the hospital to support him. He described his painful experience of 
hospitalization in the first few days in the following narrative: 
B : It was very bad. (In the first day) I was doing the registration in one 
room. It was a large ward and I was so fearful so I hided myself behind the 
trash can in the corner. I was so upset that I wanted to leave. My parents 
and the counselor were asked to leave by the nurse the nurse talked to 
me for a while and continued the registration. I did not know where to sleep 
until at night. The other patients stared at me and I did not know what they 
were thinking about me. They looked at me out of curiosity. Some of them 
came to greet me and I found strange unlike (the routine of) the 
pediatric ward, people don 't draw blood or take body temperature, patients 
here took afternoon nap, it was different from the impression that I had 
about hospital My mood was \ery had in the first few days. I was put 
into an observation room by the nurse because I tried to run away. After I 
had spent a few hours in the quiet room, a nurse came to ask me whether I 
had had any food. She brought me a tray of food, but I did not eat as I was 
too upset. I knew there was a CCTV. I still used a spoon to cut my wrist, 
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although it was useless. I felt like I had no choice to live or die. I felt like I 
was trapped, locked away except there was a moment of the day I was 
visited (by my parents) and had someone to talk to There was no way I 
could kill myself. I felt like I was in jail. I looked at the door: it was 
locked, and I have no one to bother me. I leaned against the wall, the wall 
was padded and I would not be harmed even I hit my head against it. I 
wanted to leave and returned home but I could not. I was so upset 
I: You are still tearful when you mentioned it. 
B : Yes, Ifound myself was a pity! Ijust went to the summer camp, I mean I 
just went to the summer camp and my parents paid for it. Why didn 't I have 
any return? I had learnt nothing! I was a victim! I had paid for it! But I 
needed to see a psychiatrist, take medicine and I could not go to school! I 
was so upset to be in the hospital. 
He became ambivalent as he did not want to be discharged so soon, once he had adjusted 
to the routine of the ward and became familiar to the people there, such that his fear of 
people was eased. Moreover, he no longer had the feeling that he was trapped in the 
ward desperately after attending the Red Cross School. Later, he reflected that he wanted 
to be discharged and he sought a chance to report his progress to his child psychiatrist 
who did not see him regularly. He was finally discharged after some successful home 
leaves and attending the Red Cross School regularly. B expressed that hospitalization 
helped him most in rebuilding his routine of attending school; despite he had difficulty in 
adjusting to it at the beginning. Moreover, he got the insight from the other patient that 
his situation was not so bad that he had a chance to recover. His insight was revealed by 
his own narrative as follows: 
B: Although I did not know what made X (one of the patient) here, I know 
what mental problem she had. So I realized my condition was not so bad. 
Perhaps, my problem was not as serious as Y and Z (other patients), I found I 
was bad as I was admitted for a trivial problem, they had more serious 
problems when they were admitted During the time I stayed in the Red 
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Cross School, there was a student who was not studying according to his age. 
I found that some of the patients were in conditions much worse than 
mine 
C was disappointed by the in-patient treatment. She decided admission for herself as she 
thought the ward would provide alternative treatment for her. She needed time to adjust 
to the hospital routine; despite that she found the routine was helpful to improve her 
physical health. Moreover, she met other patients in the ward and found that they 
understood her experiences more than the peers that she had outside the hospital. She felt 
good to have someone to share her experience. However, she later found the routine was 
boring and the hospitalization did not help her to improve her problem, so she protested 
to discharge earlier. 
D found that she had no freedom in the ward as there was a schedule of daily activities 
which was different from her schedule at home. Although she did not think there was any 
intervention for her when she was hospitalized, as she was assessed to have no 
psychiatric problem. She found there were fewer conflicts between her and the family as 
she did not see them except during the visiting hours. Mrs. D reported D cried and 
scolded her when she found she was not discharged by the Chinese New Year. D 
protested and refused the readmission strongly every time when her parents mentioned to 
her during the family interview, she said to her father, 'you should admit to the Castle 
Peak (a mental hospital), idiot!' 
Among all the participants, E showed the strongest rejection about readmission. E 
commented that hospitalization was boring and wasted his time. He summarized his 
hospital life in the following: 
E: sitting there with nothing to do. Then watch TV, have lunch, watch TV and 
have dinner, play TV games and then sleep every day was the same, it was 
so boring! 
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E attended the Red Cross School which made his hospital life less boring. However, he 
was suspended by the Red Cross School because he was found smoking in the toilet with 
some other day patients. He was idle in the ward and felt more boring. Moreover, he was 
helpless because there was no one to discuss with him about the discharge plan or way to 
resume school at the Red Cross School. 
At the family interview, E felt the stress that there might be a chance for him to be 
readmitted as his mother had already contacted the child psychiatrist to arrange an earlier 
follow-up for his behavioral problem at school and refusal to take medication. Then, E 
expressed his views on hospitalization to his parents and the younger sister was involved 
in the conversion, as follows: 
I: You were told that you might be readmitted? 
E: I don 't know. I would die if they tell me I would be admitted. 
I: It sounds like there was a great impact from the hospitalization. 
E: Yes, a great impact, it is like I had had died once. 
Mrs. E: You mean you prefer the Boy 's Home instead of the hospital? 
E: Yes. 
Sister: He said they had 'Ko Tat'(髙達’ a Japanese toy) there! 
I: What is the difference between the Boys' Home and the child psychiatric 
ward? 
E: There is so much fun at the Boys ‘ Home. It is too boring at the hospital! I 
would die! I don，t know what they are teaching! 
I: Can you go to school at the Boys ‘ Home? 
E: No. 
I: What is your choice if you have to, among the Boys ‘ Home, boarding school 
or hospital? 
E: I will go to school because it is another option aside from the other two. 
I: How do you rank these three options? 
E: School, the Boys ‘ Home. 
I: So you rank hospital to be the third one. 
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E: Yes. 
I: It sounds like it had a great impact on you. 
E: (nodded his head) they forced me to be admitted! 
I: Did you have a choice? 
E: No! 
Sister: They asked the police to force him to. 
E: I wanted to run away but I was unable to. I have no clothes, no money, no 
nothing! 
Mr. E: But the doctor told us it was for his best. 
Sister: It was the best for him to adjust his medication in the hospital. 
Mrs. E: And for observation in order to adjust the medication. 
E: I preferred to stay at the Boys，Home for four to five months instead of 
going back (to hospital)! 
I: Do you know he was so negative about it? 
Mrs. E: He did not mention to us. 
Mr. E: He did not mention. 
Mrs. E: I just learnedfrom him. 
I: What would you consider if he was askedfor the admission again? 
Mr. E: I thought it was helpful to him as he could adjust his medication while 
he was being observed. 
Mrs. E: Yes, it was the best. 
I: If he did not need to adjust his medication, do you think he needs 
hospitalization ？ 
Mr. E: In fact, he was not admittedfor adjustment of medication only. 
I: What about that? 
Mr. E: For observation and counseling too! They had someone to talk to him. 
E: No, I did nothing at the hospital; I have more to do at the Boys，Home! You 
have things to do every moment in the Boys ‘ Home while I just sat there in the 
hospital I was idle! There was no TV for me to watch. I was just sitting there 
from morning to night when I had no school to attend. There was nothing for 
me to do! The injection was crazy! 
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I: So you prefer to send him to the hospital instead of the Boys ‘ Home? 
Mr. E: I found it would be better to have a doctor to watch him in the hospital 
to help him. 
E: I don 't want his damn help. Give him the damn injection. I would have got 
the code and ran, if there were no injections. It was crazy to give me the 
injection! I could not sleep after the injection. My brain was like swinging for 
a few days. I wanted to flow up but I could not. 
I: It was tough for you. 
Sister: Yes, he cried. 
E: It was really tough! 
I: Can I say you are afraid of hospitalization. 
E: Yes, you can. 
F was still tearful when she mentioned about her two admissions and how she was forced 
to eat five times in twelve hours, that is three meals and two snacks during hospitalization 
in order to regain her weight. She opined the treatment program, as follows: 
F: Hospital is a place to trap you and have a few more people to monitor what 
you eat and push you to eat. At the time when you did not want to eat, you will 
be forced to drink the nutritious milk That is, you are not eating voluntarily 
but you are forced to do so as they worry that you would die. But when you 
fulfill their standard (the ideal body weight), they would let you go. 
She commented that the first admission was unhelpful because she did not change her 
thinking of trying to be thinner than Twin B in order to win the attention of her parents. F 
perceived her rapport with her child psychiatrist was not established. She had the feeling 
of being banished and she had to find her own way to survive as the child psychiatrist did 
not see her often. She described her relationship with the child psychiatrist in the 
following: 
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F: The doctor was like a J. P. (Justice of the Peace) who visited the jail and I 
didn 't see him often. It made no difference even when you saw him. There 
were ten to twenty patients waiting to see him, what could I say? It was 
useless for me! I think you can get some pills if you are depressed, and talk to 
him for a while to ventilate so that you would feel better. But why is there 
readmission? Because it is useless when you are admitted for the first time! 
Why do they force people to admit? (The doctor) helped me to recover?! I 
just got the message that the doctor was useless; he was unhelpful to me! I 
think that he was cheating! He would let me go if I wanted to. I said that I 
wanted to have home leave and he would grant that. I said that I wanted to 
see the dietician and he would refer me to see her. It was like if I said I 
wanted to hit him, he would let me! 
I: Wasn 't it good? He listened to all your requests. 
F: He accommodated to me excessively! It was too much! I became spoiled. It 
was like the customers I treat at work. There was too much accommodation 
and they would be more spoiled so that they have attitudes and became 
disobedient! It is hard to correct a person if she is spoiled. 
However, she found that she yearned for the hospital life. This yearning made her decide 
to be admitted again when it was proposed to her. She described her yearning about the 
life in the hospital in the following: 
F: It was a routine life, everyday, I had nothing to do, and it was leisure, 
running away. 
I: What do you mean by leisure and running away? 
F: You have people taking care of every aspect of your life. I was a teenager 
and I was not taken care of like this way at home: could you leave your dish 
on the table after you eat? You have people to clean up after you eat, 
although you were told that you have to clean up your own tray and put it 
back to the trolley, but so what? It was not a problem if you messed up the 
table; you have a lady to clean it up automatically. At home, you will clean 
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the table when it is messed up and you will wash the floor if it is dirty. The 
bowls are so dirty that you will wash it before you are sick of them. It is like 
you are indulged and spoiled (during hospitalization). 
I： I never thought of it that way. 
F: Someone would agree that this is a life for patient if someone is looking at 
the situation from the above. For us, we are standing on the ground and 
would make a comment that it is not helpful. You are not helping me but 
indulging me. 
I: Did indulgence help your illness? Or it is not related? 
F: Not helpful, not helpful at all Their indulgence changed me and made me 
have difficulties to adjust to life outside! I just feel that I miss my life in the 
hospital I almost thought that I was on vacation no matter if I was admitted 
or if I was on home leave. Ifelt like being at home when I was in the hospital 
and I felt like on vacation when I was on home leave. It was nice to have some 
days off and hang around outside. To be honest, your family would not ask 
you to do any tough work, or ask you to do the dishes or wash the floor or 
make up your bed when you are on home leave. I should have, but they would 
not allow me to change my sheet as I had anorexia nervosa. They would not 
ask me to do any energy-burning activities. They worried that I might waste 
my energy even if I moved slightly. 
I: So you didn ’t have to do anything because you were anorexic? 
F: I was almost put on bed rest in the second admission, to be honest; they did 
not want me to move in the second admission. 
I: So you wanted to live in the hospital because of this leisurely experience? 
Can you tell me more about it? 
F: Yes, I dare not tell my mother, I guess you would not tell my mother. You 
would like the life there, you have people for you to scold and they would not 
fight back to make you mad. You have people to talk to you and make you feel 
so comfortable. I was happy but sometimes I would worry as they would write 
down what you told them on your medical record to betray you. I should not 
say that it is unfair. They just write down what you say on the medical record. 
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I： How important was the medical record for you? Or do you mind that you 
were betrayed? 
F: The medical record would help me he discharged faster (as the decision of 
being discharged depends on the information in the medical record). I was 
ambivalent. On the one hand, I wanted to impress them but on the other hand, 
I also wanted to stay to have some leisure and live an easy life. We are human 
beings with emotions and you would miss the life there and miss the nurse and 
the health care assistants. You like to talk to them; it is not like the way in my 
family as there was frequent conflict between my family members. 
Her relationship with her new child psychiatrist made a difference for F in her second 
admission. F was seen by this child psychiatrist three times a week during hospitalization 
as she requested. She was impressed by this child psychiatrist. She was still forced to eat 
by the nurses. Once, she refused to return from a home leave but her mother forced her 
to return. Then, she realized the message she got from the nurses that people needed to 
eat in order to survive and her eating attitude changed. F expressed that hospitalization 
helped her to rebuild her eating habit and to regain her physical strength so that she was 
able to take up the job of a shop assistant after her discharge. However, she would never 
want to be admitted again even if her anorexia relapsed. 
3.2 'No one discussed with me about my progress and discharge plan, I felt like 
being trapped!， 
Except for F, who was certain that she would be discharged after she resumed her body 
weight, all the participants worried that they would not be discharged. Their child 
psychiatrists did not discuss with them about their discharge plans or reviewed their 
progress with them regularly during their hospitalization. Without the review and 
discussion, the children had the feelings of anxiety, being trapped, loss of freedom and 
that they would have to stay in the hospital forever. 
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A and B learned from the other patients about the criteria of discharge and found that 
they would be discharged if they presented none of their symptoms. Therefore, A tried to 
control his impulsiveness; while B tried to control his depressed emotion and seized the 
chance to attend the Red Cross School to show his ability to resume his normal routine. 
Moreover, B tried to gain the chance to report his progress to his attending child 
psychiatrist as he perceived that he was the one who decided his discharge. B could only 
meet his child psychiatrist for a short period of time and he was unable to report all his 
progress. C revealed that she protested for discharge as soon as she found the 
hospitalization not helpful to improve her problem. She refused to return to the hospital 
after her home leave. E reported that he had protested about discharge continuously; 
however, no one responded to his protest. 
3.3 had no part to play in my treatment!' 
From the perspectives of A, D, E and F，they had no part to play in their treatment. They 
did not find the Out-patient service and other follow up provided by other helping 
professionals to be useful in tackling their problems. A found the content of the service 
was out of contact with his daily life, while D and E did not perceive they had any 
problem. Moreover, their progress and effectiveness of treatment were reviewed 
according to the opinions of their parents instead of theirs. F found her child psychiatrist 
did not listen to her at all. In fact, they found the services to be meaningless and not 
worthwhile to attend. 
Besides medical treatment, A was referred to attend a developmental group organized by 
the chaplaincy and the nurse during the summer holiday. He rejected to attend the group 
but his parents insisted he needed to attend the group. Their discussion about whether or 
not to attend the developmental group is recorded as follows: 
I: What did you do in the group? 
A : Nothing! 
I: Nothing? 
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Mrs. A : They chatted in the group. 
A : No! They did not chat, they talked about Jesus! 
Mrs. A : I was told that the group was taken up by the chaplaincy in the 
summer as the nurse was on vacation. They talked about Jesus. They 
played games tool There was once I saw him to bring back a worksheet 
which he was asked to write down what kind of person he was, what 
personality he had and whether he was happy. Then, he would share with 
other children in the group. I insisted him to go, although the hospital was 
far away 
A : But I don 't want to go! It is too annoying to go! I need to walk to take 
the train and need to take the van to reach the hospital. I was very boring 
after listening to what said at the group. I felt sleepy on my way back 
home it is too boring to change transportation for three times. 
I: Do you think the group helped you to deal with your problem? 
A : No! They did not talk about the things happened in your daily life. They 
found a topic and asked you to talk about it. 
I: Would you tell me an example? 
A : They gave me some pictures with faces of different children on them and 
asked me to fill the color on the one which looked like the mood I had. It is 
helpful for those who are hospitalized as they have nothing to do. But I was 
discharged; you have no reason to talk to me about this topic. I was 
discharged and I found it was useless Moreover, they said I could meet 
more people and chat to them. But I said I did not want to go, it was hot 
when I walked to take the train and van, and I had to spend forty-five 
minutes to get there. I did not want to go. 
D was told by the child psychiatrist that she was assessed to have no psychiatric problem. 
Therefore, she did not see the reason why she needed to attend the out-patient follow up. 
She opined that her parents were being nonsensical in forcing her to attend the out-patient 
follow up. She also found her child psychiatrist and medical social worker who followed 
her up at the out-patient clinic too boring to talk to, so she refused to attend the follow up. 
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E was unwilling to attend out-patient follow-up sessions and the follow up by other 
helping professionals, such as the social worker of Social Welfare Department and the 
Police Officer as he was on bail for his shop-lifting because he did not perceive himself 
to have any child mental health problem. Moreover, he found the child psychiatrist 
talked to his mother more. He did not care that his opinion was neglected, as he found it 
was annoying to talk to his child psychiatrist and other helping professionals. Therefore， 
the effect of Ritalin and progress of his problem were not reported to the child 
psychiatrist by E himself and the adjustment of drug depended on the report of Mrs. E's 
observation about the symptoms. 
F finally withdrew from the out-patient follow-up not only because she needed to pay 
extra money for the out-patient follow up according to the hospital policy; she was also 
disappointed by the child psychiatrist who was not committed to his job in curing her 
anorexia nervosa. Therefore, she lost weight intentionally to seek his attention. She 
narrated her experience with her child psychiatrist at Out-patient Unit, as follows: 
F: When I was admitted, he told me I should have 45 kg for my body weight 
and I had 47 kg when I was discharged. Then, when I went to see him in the 
Out-patient Unit, I lost 1 kg every time when I went to see him, and I lost 1 kg 
again and again 
I: And he did not find out about your problem? It sounds like you wanted him 
to be aware of your problem. 
F: He had nothing to say to me when I saw him every time. 
I: Why? 
F: He saw me for five minutes only; I had to force him to talk to me for half an 
hour! 
I: Why did you do that? 
F: I paid to see you because I wanted to talk to you. But his facial expression 
showed that there was nothing to talk about, and he wanted to leave as soon 
as possible! In fact, Dr. Ywas useless! Although that was only my opinion and 
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/ do not deny that he might be good at other aspects. In my opinion, he was 
useless and he could not help me! He was cheating in my opinion! 
I： What does a doctor do for you consider he is helpful to you? 
F: I think he should talk to me at least, give me some response! But it was like 
he was rushing out to see the next patient so that he could finish his work 
earlier. He did not pay effort to talk to me. 
I: Would it be different if he paid effort to talk to you for half an hour in the 
first place? 
F: He made me feel I was banished and I was all by myself ever since I was 
admitted. 
3.4 'I was confused by too many helping professionals. They were unhelpful 
unless I was ready to help myself.' 
The children were followed up by at least three to five helping professionals. They found 
it was annoying and confusing to be followed up by too many helping professionals, 
except for C who found it was stimulating to talk to the helping professionals; however, 
they were unhelpful unless she was ready to help herself. 
At the time of interview, B was followed up by the child psychiatrist, medical social 
worker of the Child Psychiatric Unit of AHNH, the school counselor at his school and a 
private clinical psychologist. B found it confusing and was ambivalent about being 
followed up by different helping professionals at the out-patient clinic. He explained his 
confusion and ambivalence in the following narrative. 
B : I found it was very confusing to talk to them (different helping 
professionals). My doctor told that I could try to give up some of them and 
focused to talk to one of them. But I don 7 know whom I should give up. 
For example, I only see the doctor once every two months and I see the 
medical social worker who helped my family relationship. The doctor will 
have meeting the medical social worker and Professor Lai (the team head of 
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the Child Psychiatric Unit of AHNH). If the doctor and medical social 
worker can co-operate with the school counselor, they can help me in two 
different dimensions. I would know how to continue with my school. I am 
not sure if the clinical psychologist can help me It seems that I need to 
spend time to see them but I am losing my patience. But if I don ’t see any 
one of them, I worry that I am not able to control myself. I felt tired to see 
so many people in one week, but when I see my parents at home there 
are so many problems and I need to ask my counselor to see them (his 
parents) for a few times. I tried to write down the problems I have so I don 't 
have to see them (the helping professionals) so often, but it is not helpful as 
I still have to explain to them and sometimes I need to deal with my problem 
urgently and I want to solve the problems quickly I am ambivalent. 
Different helping professionals, including the child psychiatrist, the medical social 
worker, the social worker and the clinical psychologist of her school followed up on C. 
All of them interviewed C frequently. Although C found it was stimulating to talk to 
them, she did not think they were helpful to her problem. In the family interview, C said 
that “I have not yet started to help myself. ” when her mother asked her why there was not 
much improvement even though a lot of people have helped her. 
3.5 'I had no choice! No one discussed with me before the decision was made!' 
The children regarded themselves to have no choice in receiving the services from the 
Child Psychiatric Unit and other helping professionals. No parents and helping 
professionals attempted to discuss with them about their views of receiving services. The 
decisions to receive service from and the subsequent admission to the Child Psychiatric 
Unit of AHNH were made by the parents in this study; except for C who decided to be 
admitted even when her parents did not perceive such a need. 
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Without any discussion with F，Mrs. F decided to have F hospitalized twice. F accepted 
the decision because she lost weight intentionally for the second admission. Fortunately, 
she gained insight from this admission. She narrated this insight in the following: 
F: There was no reason for me to live a life like this I have no reason to be 
so thin for the rest of my life, I have no reason to have no menses for the rest 
of my life, I have no reason to run away from my family and not eating with 
them, I have no reason to live a life like this when I am thirty! You might look 
good for being skinny when you are at your teenage and twenty, but you won 't 
when you are thirty or forty, you will not look normal if you have some 
weight. What do you think of a woman who is in her thirties or forties if she 
looks as skinny as me? 
Only the parents of B attempted to discuss with B; however, they finally decided on the 
admission for B as they were so exhausted in monitoring his suicidal risk. B asked his 
school counselor to come to the hospital to support him for the admission. 
Parents of A, D and E did not discuss with them at all. A tried to refuse; however, Mr. A 
revealed he would beat A if he refused. Under this threat, A had to accept the admission. 
D was cheated by her parents to go to the hospital. Mrs. D worried that D would have the 
feeling that they abandoned her but they had no choice. E was forced to admit by the 
Court Order. Moreover, Mr. E promised to buy him a mobile phone after the 
hospitalization as reinforcement. 
A，D and E had no choice whether to receive the out-patient service or not. D said that 
her mother forced her to attend the out-patient clinic. In the family interview, A did not 
like to attend the developmental group, but his parents insisted on him to go. Their 
narrative about attending the developmental group is as follows: 
A : I do not want to go (to the developmental group). 
Mr. A : But you have to go. 
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I ： Why does he have to go? 
Mr. A : It is impossible for you not to go. 
Mrs. A : You cannot reject at all 
I: Why? 
Mr. A : We want him to go and he has to go. 
A : You take a rod out and I would not resist at all. 
E found his opinion was neglected. He refused to attend the out-patient clinic for a few 
times. However, Mr. E liaised with his social worker to push him to attend. 
Summary 
In short, only A and F perceived themselves as having child mental problems. B and F 
reflected their situations as having developmental problems while C conceptualized her 
difficulties as her doubts about the world. F also regarded herself to have difficulty to 
connect with her family members. Both D and E did not agree that they have any 
problem that needed the attention from the Child Psychiatric Unit. 
In the views of the participant children, their school attendances and performances were 
affected by the hospitalization negatively, while A and B reported the positive effect of 
the medication to their school lives. Some participants shared that they would not let 
their classmates leam about their admission and treatment not to visit them at the hospital. 
In the views of the children and adolescents, their family relationships were affected by 
their problems negatively except for E who reported that there was no obvious change in 
his family relationships. A, B and F reported their family relationship improved as soon 
as they responded to their treatment positively. 
The participant children (A, D and E) found hospital life painful and meaningless to 
them. None of the children wanted to be readmitted. They felt that they were idle and 
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boring as there were not many activities for them to do. Lacking of discussion about 
their discharge plan and review of their progress regularly, four participants (A, B，D and 
E) were distressed and felt like being trapped. Three participants (B, C and F) reported 
that hospitalization helped them to rebuild their daily routine and had the effect of 
preventing suicidal and physical risk and family conflict. B and C reported to have 
gained insight and support from the other patients during their hospitalization. 
The children found that it was annoying, confusing and meaningless for them to attend 
follow up services as the services were not in contact with their daily life and their 
opinions were not listened to by the helping professionals. C did not find the helping 
professionals to be helpful unless she was ready to help herself. They also had no choice 




The Results of the Study : 
The Subjective Experiences of the Parents 
This chapter aims at providing an overview of the subjective experiences of the parents 
related to their perceptions of their children's problems and their difficult life situations 
and their experiences with the services provided by the Child Psychiatric Unit of AHNH 
and other helping professionals. 
The Subjective Experiences related to the Children's Mental Health Problems : the 
Parents' Perspective 
The subjective experiences of parents relating to the child mental health problems are 
described with reference to three aspects: their descriptions of the problems and their 
conceptualization of the problems; the effects of their children's problems on their family 
relationships, parenting, emotions and mental health; and their experiences with the 
services provided by the Child Psychiatric Unit. 
1.1 'My child does not only have child mental health problem but also problems 
with other aspects of his / her life.' 
The parents conceptualized the difficulties of their children as child mental health 
problems, except Mrs. F, who conceptualized her daughter having a stress problem. 
They also perceived that their children had problems in other aspects of their lives, 
namely traumatic experience, school problems and family relationship problems. Their 
views were described below. 
Mrs. A observed A to be overactive and suspected him to have ADHD since he was a 
small boy. Mrs. A described his restlessness and his impulsiveness as follows: 
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Mrs. A: He never stands still even for a minute in his daily life. On the street, 
he never stands still. He never walks, but jumps and runs. And I feel he is 
totally restless. I waited A at the opposite street of his school when he studied 
Primary 1,1 saw his shirt was out of his pants. His jacket was in his one hand 
and he was holding a ruler and a pen on the other hand. His school bag was 
not zipped up. He saw me on the opposite street and he screamed "mommy" 
and ran to me immediately. His things were thrown on the ground. His 
classmates had to pick things up for him, 
Mr. A agreed with the observation of his wife. During the home visit, he also showed me 
the deformed sofa resulting from the frequent jumping of A in his living room. Mr. A 
thought that A had an imbalance of hormones which affected the function of his brain 
and his behaviors as well. Both of them agreed with the diagnosis especially after they 
observed A to be less restless and impulsive after taking Ritalin. 
Mrs. B considered B's problem as a medical problem due to the imbalance of chemicals 
and hormones of B when he entered his adolescence, although the imbalance was 
triggered by the trauma B had at the summer camp. Mr. B was not convinced that B had 
a child mental health problem; but he had no choice or otherwise, he would not know 
how to manage B's problem at all. His perception of B's problem is described in the 
below narrative: 
Mr. B: I guess he has problem in his brain. When it is about his mental 
state, I don't know; it is like something I can't touch In fact, I am still 
not convinced, I don，t believe that (he has such a disease). It is not like you 
have a kidney problem and you will find an inflection in your kidney. It is 
something very factual, but it is something untouchable when you say you 
have problem with your brain I can only have two choices, either he is 
possessed by the devil or he has a disease. He does not (I do not) believe in 
any ghost or he does not (I do not) involve with any religion, how can I 
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understand the problem this way? There is no proof that he was possessed 
by devil and I have only one choice left. Perhaps, his fluctuated mood was a 
sign of revenge to us or he wanted to show that he was uncomfortable about 
that we made all the decisions for him. If he wanted to bring out this 
message, he had achieved and he did not have to continue. 
Mr. B thought that the abnormality of B was triggered by the traumatic experience his 
son had at the summer camp; therefore, he had to ensure B had overcome his trauma in 
order to recover. 
Mrs. C believed that the lesbian tendency of C was related to her school refusal. She 
talked about her concern in the following narrative: 
Mrs. C: I called the (school) social worker to ask if she had P.E. lesson that 
day which made her like this (not to go to school). Gosh! I don 't know. 
I: What makes you think it is because of P.E. lesson? She dislikes P.E. lesson? 
Mrs. C: She dislikes P.E. as she needs to change for P.E. uniform She 
dislikes it, I think. 
I: Did she tell you? 
Mrs. C: It is just my guess. She refused to wear a dress too. She did not want 
to go to school when she was in F.2. She said she did not want to wear her 
dress uniform. When she was in P. 6, she wore P.E. uniform instead of her 
dress uniform to school, but her teachers let her be as she was about to 
graduate. There were two or three of them dressed like that. But it is not 
allowed in the secondary school. 
I: What made your daughter dislike wearing a dress? 
Mrs. C: She told her school social worker that she had a tomboy tendency. 
I: What do you mean by a "torn boy tendency"? 
Mrs. C: She usually dresses like a boy. No one says she is a girl She still 
dresses like that. She said that she like girls; she says so. When she was 
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staying in the hospital, I asked the nurse about that. The nurse told me that 
she was too young to confirm this tendency. 
I: What do you think about it? 
Mrs. C: You mean she dresses like a tomboy? 
I: Or she likes girls? 
Mrs. C: I cannot accept it. 
I: Was it the reason why you talked to the nurse? 
Mrs. C: Yes. Oh, god! I talked to her and asked her to be a girl, don，t be a 
hoy. I told her to buy girl clothing. 
I: You can 't accept it? 
Mrs. C: No, I can 't. 
I: You can 't accept she dresses like a boy or you can ’t accept she likes girls? 
Mrs. C: I can 't accept she likes girls. 
I: How is that? 
Mrs. C: It is like a freak, normally a boy is a boy, and a girl is a girl Why do 
you like girls? It is so odd in compare to others so odd, so strange I think 
I: Have you talked to her about it? 
Mrs. C: For a period of time, I told her that if she wanted to be a boy and I 
will let go as long as she attends school. I think she did not attend school for 
this. 
Mrs. C also found the depression and school refusal of C to be reinforced by her 
prolonged school refusal; her view is described in the following: 
Mrs. C : I think that she did not attend school for so long, I think there is a 
problem; I will try to say it if you don 't mind. You have not gone to school for 
so long and you resumed it all of sudden, you mind how other students think 
about you and they have already formed a group; they talk to each other in 
the recess time and you feel isolated. 
C: I went to the school library to read books. 
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Mrs. C: You went to read? I think you worry about being isolated and that 
was why you only attended school once after the Chinese New Year. 
However, Mr. C did not think that C had any child mental health problem. He viewed 
that C's problem was related to her laziness and her difficulties in overcoming her 
criticism of the education system. Although Mr. C did not agree that C had a child 
mental problem, he did not reject the service provided by the Child Psychiatric Unit 
because he respected the professional opinion of the child psychiatrist who suggested C 
to be followed up by the Unit. Moreover, he found that his wife benefited from the 
support of the child psychiatrist and the other helping professionals. 
Despite their point of view was not accepted by the child psychiatrist, both Mr. and Mrs. 
D thought that D ought to have some kind of mental health problem such as psychosis 
because her temper was so uncontrollable and she had frequent complaints of being 
touched by her younger brother and other men even though these did not happen after the 
clarification and observation of Mrs. D. 
In the perspectives of Mr. and Mrs. D，D's problem was related to their family situation. 
Mrs. D thought it was because D wanted to be dominant and manipulative of her family 
members and it was reinforced by the failure in negotiating for consistency of parenting 
between her and Mr. D. Mr. D had the same opinion as his wife; however, he reflected 
that he found his parental authority was undermined by Mrs. D from the following 
conversation they had in the family interview. This conversation was about the 
discussion of Mr. and Mrs. D on sending D to a small group home as they found D to be 
unmanageable at home. 
Mrs. D : She is our daughter. I want to save her so I let her live away! 
Mr. D : Do you really think she can be saved? 
Mrs. D : I am looking for ways! Otherwise, I don't have to see so many social 
workers, read so many books and attend so many talks (aboutparenting)! But 
first of all, you have to change; do you know you have such a bad temper? 
103 
D ： Oh! Good! He (Mr. D) deserves this! (D refused to join the interview so 
she turned her back to look at the computer and started her MP3 player and 
repeated playing the same song loudly, even though Mr. and Mrs. D tried to 
talk to her to join the interview. She refused to respond to any questions from 
her parents or me.) 
Mrs. D : You always scolded her that she was crazy and she should go to 
Castle Peak (a mental hospital)! She retorted, Castle Peak was not for 
children, it was for adult, you should go first! What did you do next? 
Mr. D : I don 't want to scold her! 
Mrs. D : I keep telling you not to say such things to her! 
Mr. D : But she forces me to scold her! 
Mrs. D : I have told you for many times not to say things like that. I don 't say 
these things to her! 
Mr. D : But she forces you to scold her! She leaves you no choice but scolding 
her! 
Mrs. D : I have not said such a thing to her! But you said to her. You know 
what she said about you? She said, “ I have inherited this (the mental 
problem) from him!“ 
Mr. D : You don 't say such thing to her, but you still need to scold her several 
times a day, don't you? 
Mrs. D : I scold her because I don 't want her to say such things! 
Mr. D : You don，t scold at her, but she is perverse! 
D : You shut up! 
Both Mr. and Mrs. E thought E had a child mental health problem as they observed E had 
better control of his temper and received less complaints from his school for his conduct 
problem after taking the Ritalin. They perceived the problem of E to be related to the 
trauma that E was abandoned in the shopping mall when he was a child, and it affected 
E，s security and his trustful relationship with others. Moreover, Mr. E believed E was 
spoiled by his first wife who covered the wrongdoings of E while he was working in 
Mainland China. 
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Initially, Mrs. F thought F had depression as she read the information about depression 
from the newspaper and found that F had similar conditions as the newspaper described. 
She described the problem of F in the following narrative: 
Mrs. F: At that time, she had argument with me and I scolded her, she ran 
into her room, she hit on the wall and the drawer, then she screamed. She 
did not hear me even when I tried to stop her. Then, I took her to see the 
doctor at the General Out-patient Unit. The doctor there thought she had 
depression too as she said (to the doctor of General Out-patient Unit) that 
she wanted to jump from the roof of her school. Then, she was referred to 
see the child psychiatrist at AHNK She told the child psychiatrist all her 
unhappiness when she was in Form 1 and 2 and what happened (about 
dieting and losing weight) lately. Then, the child psychiatrist said that she 
had anorexia nervosa. In fact, it was the anorexia made her depressed, she 
had anorexia mainly. 
Mrs. F believed that the problem of F was related with her family relationship and she 
had too much time to focus on her family relationship problem after finishing her Hong 
Kong Certificate Examination of Education. Her conceptualization of her problem is as 
follows: 
Mrs. F : Because her father used to neglect I mean he did not concern 
her much. He concerned her more after she had this disease. And I think 
her father had learnt something, I mean I found he favored the twin sisters, 
especially the forth one. I found F should have stress as she was obsessed 
with the thinking that 'no one cares about me, he treats the twin sisters 
better, and he should he good to me! ‘ For example, I have a candy and I 
say to the twin sister that I will give it to you; she will be jealous and think: 
why don 't you give it to me? I don ’t mean to favor them, but it is what you 
think. She is the youngest one and you give the food and stuff to the 
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youngest one usually. Originally, you don 't mean you favor the youngest 
one and you don't love her. I think she was wrong and she became 
stressful. In fact, parents love every of their children, but they would favor 
one of them slightly. It doesn 't mean that we don 't love you. She became 
stressful When she had this disease, she found she was cared by the family 
more. At that time, I found she had no goal and no destination in life; she 
stayed in home and had nothing to do (after the Hong Kong Certificate 
Examination of Education). I told her that it would be better if she got a job 
so that she would have a goal and something she could spend time on. 
Mrs. F thought F only had difficulties in dealing with the stress arising from the family 
relationship and emptiness of her life. She did not classify F to be having a child mental 
health problem as she understood 'child mental problem' as some kind of diseases that 
would have no chance to recover. She did not think F should take anti-depressant even 
when F was depressed as she thought the anti-depressant would take away F's chance to 
leam about how to deal with her emotion. 
1.2 “We were desperate; the services provided by the Child Psychiatric Unit 
were our last resource!' 
Despite most of the participant parents had conceptualized the difficulties of their 
children as child mental health problems, not all of them sought help from the services of 
the Child Psychiatric Unit directly and voluntarily. The conditions that triggered them to 
seek help from the Child Psychiatric Unit are described below. 
A was initially referred to the child psychiatric unit of the other hospital by a pediatric 
nurse who observed and suspected A to have ADHD in the pediatric out-patient clinic 
when A was four. Mrs. A later withdrew from the services as the child psychiatrist did 
not provide a concrete diagnosis and treatment plan for her son. Mrs. A was pressurized 
by the school to seek help from the Child Psychiatric Unit again when the behavioral 
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problem of A escalated at school. She described her situation of being pressured by the 
school in the following narrative: 
Mrs. A : The school told me that if there was no medical certificate to certify 
my son to have ADHD, it would be very difficult for the school to help my 
son and he had to face the consequences of his behaviors totally. But if I 
had a medical certificate to prove him to have ADHD, there would be extra 
resource from the school to help my son that is what Miss W (the school 
social worker) told me. Then, when I saw the doctor (Mrs. A became 
tearful) Oh! I mean it was a tragic process for me. When the doctor first 
told me that my son did not have ADHD, I was shocked! I was afraid that 
my son had to face the consequences when he returned to school. I was so 
afraid, so afraid! I told my husband my first response: damn! The doctor 
said that he did not have ADHD. But the doctor told me that it was not 
important for my son to have any diagnosis, but it was more important that 
he was helped. I wanted to die if she did not give me the certificate. How 
could she help me?! The school would not help him! He spent most of his 
time at school and his school would not help him! Hell! I felt like hell, I felt 
like the sky was falling down on me! I was more afraid that if the doctor 
said he had a behavioral problem instead of ADHD (as A would be expelled 
immediately). 
Both Mr. and Mrs. B were helpless at the beginning of the problem as they had never met 
any person with a problem like their son's. Mr. B described his helplessness in the 
following: 
Mr. B: Initially, I did not know how to deal with it. I have absolutely no idea 
of how to deal with it. I did not know whom to call, what to look for! I couldn 't 
take him to the Accident and Emergency Department of the hospital as you 
can 't tell his problem from his outside! Then, I called (different hotlines), and 
learnt that you can seek help from government. Be honest, I did not know how 
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to approach the government. How can I get a referral? Should I go to the out-
patient clinic? 
They approached the social worker at the Children and Youth Centre and the school 
counselor for help. The social worker introduced their son to a private clinical 
psychologist. This clinical psychologist referred B to see a private adult psychiatrist. 
The school counselor referred B to see another psychiatrist when they found the previous 
one was ineffective in treating B. This psychiatrist referred B to the Child Psychiatric 
Unit for in-patient service when he found B's suicidal risk was unmanageable at home. 
Mrs. C was suggested by the school teacher to seek help from a private psychiatrist when 
C was studying in Form 1. Both Mrs. C and her daughter did not find this psychiatrist to 
be helpful but they still approach him for a medical certificate to certify her daughter to 
have depression and needed sick leave. Without this certificate, her daughter would be 
classified with a school truancy problem, and she would be expelled by the school. 
Mr. and Mrs. D approached D's school social worker for help at the onset of the problem. 
The school social worker closed the case as soon as she assessed D to be normal and D 
refused her service. Mr. and Mrs. D called different hotlines for help, but they received 
no concrete help as the workers of these hotlines maintained that Family D was not 
within their service boundary, and therefore could not serve them. There was no direct 
assessment of D given by those workers. Finally, they approached the family social 
worker of Social Welfare Department and she suggested D should be assessed by a child 
psychiatrist for her problem. Therefore, Mr. and Mrs. D cheated D to take her to see a 
doctor for her skin problem in order to get a medical referral to the Child Psychiatric 
Unit, as the social worker of the Social Welfare Department did not refer D to the Unit 
herself. 
Mr. E revealed he did not accept the referral to the Child Psychiatric Unit when E was 
studying in Primary 1 as he did not understand the service provided by the Child 
Psychiatric Unit and the problem of E was not so serious at that time. He had better 
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understanding of the service and the nature of the E's problem when he was provided an 
explanation by the clinical psychologist at the Student Health Unit, so he accepted the 
referral. 
Mrs. F still conceptualized F to have a stress problem instead of a child mental health 
problem. However, she did not have a choice about the referral to the Unit as she 
observed that F was very depressed and physically at risk due to her low body weight. 
2. 'My child's problem affected not only his / her well-being, but it also affected 
our family relationship, parenting, emotions and mental health!， 
All the participant parents revealed that the child mental health problems of their children 
affected their family relationship, emotions and mental health negatively. They needed to 
adjust their parenting according to their children's problems; however, they found they 
were neither confident nor certain in their adjustment. On the other hand, the parents 
reported there was improvement in their family relationships, emotions and mental health 
when the problems improved with treatment and with other assistance from the helping 
professionals. The effects of the problems on their family relationships, parenting, 
emotions and mental health were described below. 
2.1 'Family Relationships - it was not his problem only, my whole family was 
affected.' 
Parents reported that the child mental health problem affected not only the parent-child 
relationship but the relationship between the child and other family members too. Two of 
them (parent B and D) revealed the problems of their children affected their marital 
relationship negatively. Their views were described in the following: 
The relationship between A and Mr. A improved markedly, as well as his child mental 
health problem. Mrs. A explained that A was beaten up by his father less after the Ritalin 
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took effect in controlling his behaviors. Mr. A did not report the effect on family 
relationships. 
Mrs. B was blamed by B for sending him to the summer camp; therefore, she tried to 
satisfy the need expressed by B in order to lift up his mood at the beginning of the 
problem. She found that it was inappropriate to satisfy the need of B endlessly, so she 
started to negotiate with B about his need and their relationship became conflictual. 
Moreover, Mrs. B also found she was alone in the process of handling the problem. She 
had reservation to share the burden with Mr. B because she was cautious in handling the 
emotional response of her husband and worried that she would be blamed by him. She 
preferred to seek help from the helping professionals for emotional support and assistance 
in disclosing the progress of B's problem to Mr. B. She explained her situation, as 
follows: 
Mrs. B: Talking (about the problem) cannot solve the problem; however, it 
gives me the means to ventilate what I cannot tell others. She (the social 
worker) will take the position as a third person to see my problem and use her 
own way to support me. I feel I have no pressure to share with her. It is not 
the case in your family; you have to face each other (after disclosing the 
progress of the problem) and you don 't know how they would react to you. I 
don 't know how to deal with their responses My husband is a good father 
and responsible husband, but he has his temper and his own thinking that is 
different from mine. We accept things differently. For example, I will see one 
thing as trivial while my husband will see it as a big problem. 
Mr. B observed that the relationship between his wife and son became tense due to his 
wife's exhaustion in handling the suicidal attempts of his son. He found that he was 
helpless in helping his wife as he was so distant from his son that he would not listen to 
him. 
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Both Mr. and Mrs. C found that their daughter tried to avoid contact with the family after 
she had the problem of attending school. Mrs. C observed that her daughter would hide 
herself in her closet or toilet when she failed to attend school in order to avoid talking to 
her. Mr. C described the avoidance of C in the narrative below: 
Mr. C : I talked to her; she would listen to me for once or twice.. But she 
sneaked into her room like a snake when I tried to talk to her what she 
planned to do. Or she would say, 'yes, I know what to do.，How can you 
talk to her or explain to her when she keeps repeating 'yes, I know what to 
do'? I call home (from China) every day, she does not want to answer my 
call; she would greet me and pass the phone to her mother. 
I: She was not like this before? 
Mr. C: She would talk to me over the phone when she was small However, 
she seldom talks to me now. Sometimes, she would talk to me for a while if 
she likes to. But she usually passes the phone to her mother immediately. 
She is running away (from me). 
Both Mr. and Mrs. D found the family relationships became tense and conflictual after 
the onset of the problem of D. The parent-child conflict was more intense after D was 
assessed to have no psychiatric problem and was discharged from the hospital. Mrs. D 
perceived that D was less respectful to them as she thought they were nonsensical in 
taking her to seek help from the helping professionals. Mr. and Mrs. D described their 
family situation in the following narrative: 
Mr. D : The family has no peace! 
Mrs. D : I have told the doctor that I should not have you (D) discharged 
when you (D) were admitted. 
Mr. D : It is meaningless to have her home if the family has no peace! 
Mrs. D : I have told the doctor not to discharge her. After her discharge, our 
family is in conflict every day! We have problem in this family everyday! I am 
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not happy every day! We fight everyday, I can 't live like this, and we fight 
every day! 
Mr. D had conflict with Mrs. D over the parenting of their daughter. On the other hand, 
Mrs. D needed to mediate the conflict between Mr. D and their daughter in order to 
prevent Mr. D from beating their daughter. She described her difficult family situation in 
the following: 
Mrs. D: Now my husband and I fight over her. 
I: You did not have to fight over her? 
Mrs. D: Yes, hut not so many fights. But I think we have more arguments now. 
Just like I told him not to scold her so much, then he said to me, "you don 't 
scold her but she scolds you ". I tried to talk to him but he thinks that I am 
wrong. But I think that he is not right too! Then, I don，t know what to do. 
I: Do you think you are caught in the middle? 
Mrs. D: Yes, so when they fight, I would sit and keep quiet and I don 't know 
what I can do! 
I: How do they end their fight? 
Mrs. D: Let her (D) win the fight! You have to let her scold until she finishes 
her last sentence; if you retort, it is not going to end, and she can scold 
forever. 
Mr. E observed E was at risk of becoming a delinquent when he was in Primary 6; he 
wanted to spend more time with E on Saturday when he returned to Hong Kong from his 
work in Mainland China in order to prevent this risk. However, Mrs. E was upset as he 
had not much time left for her. However, there was a change in the family relationship 
after the onset of the problem as he needed to exercise the firm handling to E to control 
his problem. Mr. E described this change in the following narrative: 
Mr. E : When I looked back, Ifound that she (Mrs. E) and E were competing 
for me! There were many of her behaviors that I did not realize at that time 
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and she continued to behave that way. When I told her I would spend the 
Saturday with E, she became unstable and needed to be hospitalized the next 
week! From my observation, there is a change (in the family relationship). 
When I first remarried, E did not have many things to talk to my wife. He 
had nothing to talk to me now but had more conversation with her (Mrs. E). 
I have to remind my wife not to spoil him. When I am firmer in handling my 
son, the relationship between us was not as good as before but his 
relationship with my wife improved. My wife plays the role of good guy and 
I play the role of bad guy to E. He changes to be more willing to talk to and 
they have more conversation. 
Mrs. E's relationship with E improved and E was more willing to talk to her. E started to 
call her 'mother' instead of 'that person' when she was newly married with Mr. E. 
In the family interview, the dialogue of Mrs. F and F revealed how the family members 
and their relationship were affected by the anorexia of F negatively. 
Mrs. F: The twins told me , 'mother, we did not want to return home after 
school at that time ‘ I asked them why, they said 'F had too many complaints 
and her complaints made us not want to go home, so we wondered in the mall 
after school until seven to eight o 'clock. ‘ So I decided to send F to the 
hospital I was helpless. 
I: What do you think about the decision (of your mother)? 
F: What? I voluntarily submitted myself to admission. (She became tearful) 
Mrs, F: Oh! You have some emotional response about that? (She handed F a 
tissue paper) 
I: Do you feel uncomfortable when you looked back, and your struggle with 
the twin sister was so difficult? 
F: Yes, I feel guilty when I heard what my mom just said. 
Mrs. F: You don 't have to, you are good to them now. You were sick at that 
time. They would not remember it. 
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F: They were tired when school was finished, I feel guilty to make them feel 
more tired as they had to hang around. I did not know it was the reason why 
Twin A had to hang around and come home late. 
Mrs. F: Yes, Twin A hanged around until very late at night. 
F: And father scolded her and made her look like a bad girl. 
I: You did not know it before? 
F: No, I thought she was just bad and she was too bad to hang around 
outside. 
Mrs. F: No, she was not; I knew it for a long time. 
F: So father misunderstood and thought that she was bad. I felt she was bad to 
a certain extent too and I felt 
I: What did you feel? 
F: Father treated her not so well, among the four of us, father treated her the 
worst. But I felt father had changed his feelings towards me and made me his 
favorite after I had this disease. He used to treat Twin B the best, I was not 
jealous when I was small but I didn't know what happened when I grew 
up, I felt (jealous) I really don ’t know what happened. 
Mrs. F nodded to agree with F in relation to the favoritism of her father. She commented 
that her husband learned how to handle the children after attending the family therapy. 
She revealed the family would have some gatherings to talk about their family issue as 
they learnt from the experience of family therapy. She found her family was more 
cohesive than before. Moreover, Mrs. F found that F acted more like a 'big sister' to the 
twins after she started working as a shop assistant. 
2.2 'Parenting - I know I need to adjust my parenting in response to my child's 
problem, but I am uncertain in what way I should change.， 
The parents revealed that they needed to adjust their parenting to their children in 
response to their children's problems. The changes in their parenting were described in 
the paragraphs below. 
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Both Mr. and Mrs. A became more tolerant and understanding of their son after he was 
diagnosed to have ADHD. Mrs. A explained she became more tolerant in the following 
narrative: 
Mrs. A: My husband wanted to comfort me and said to me that I should try 
to think that my son had ADHD so that he did not know what he was doing. 
I listen to his words and think that he got into trouble at school so easily 
because he had this disease. Therefore, I should be more understanding to 
him. 
Moreover, Mrs. A was able to focus on drilling her son to have better school performance 
because the Ritalin improved his concentration and his behavioral problem at school was 
under control. 
Both Mr. and Mrs. B blamed themselves for making the wrong decision to send their son 
to the summer camp so that they became uncertain and hesitated in making decisions and 
plans for him. Mr. B described his reservation in making decision for his son in the 
following narrative: 
Mr. B : If I am wrong again, I can 't take the result (of the decision) any 
more. It has been very serious that he is in a treatment now but no one is 
able to tell how he would end up. There are so many variables in the 
situation. If I have to take it again, it would be tragic! 
In the family interview, Mr. B listened to the view of B about his problem which was 
the expression of his rebellion during adolescence. Mr. B reflected that he should 
give more space and time to B to solve his own problem. 
Mrs. C tried to tolerate her daughter more because she entered her adolescence as advised 
by different helping professionals. However, she was frustrated. She said, 
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7 tried to talk to her and be empathetic as she is at the age of rebellion. But 
she has been rebellious for so long. There is no reason for being rebellious 
for so long! She has been like this for a few years!‘ 
On the other hand, Mr. C tried to suppress his temper towards his daughter after she was 
diagnosed to have depression. Before the onset of the problem, Mr. C used to scold his 
daughter when she misbehaved. He learnt from a leaflet about depression that a depressed 
person had higher suicidal risk; therefore, he stopped scolding his daughter, even when 
he thought that she had done things wrong. It was difficult for him as he said the 
following. 
Mr. C: Your life would be ruined; no one would hire you. There is no way you 
could go. If you behave like this, as parents, we could not suppress our temper 
for the rest of our lives. When I see you, I see a useless person. How can a 
parent not scold at you? But if you have the disease (the depression), you may 
not be able to bear it and you will attempt suicide! lam helpless! 
Before the onset of D's problem, Mrs. D was anxious about school performance of her 
children and she focused on supervising the study of her children while both of the 
children were dependent on her supervision. In an individual interview, Mrs. D disclosed 
that she was doubtful if the problem of D was related to her study stress and she reflected 
the change in her parenting. She was ambivalent about this change. She described her 
change and ambivalence in parenting in the following narrative: 
Mrs. D: I am not that strict to my boy now. I will let him study by himself as 
long as he can manage it. I was not like that in the past. When I saw him 
wandering around instead of studying, I would ask him to study for the 
examination and dictation. I would go through one or twice with him. I will 
not do so now; I will only ask him to when I am free and let go when I am not. 
He is all on his own; he has to depend on himself. I feel uncomfortable when 
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his grade is not good. When I don 't take care of him, I found it is difficult. But 
I found it is hard too if I take care of his study. I don 't know what to do; it is 
hard for me and him if I took care of the study. If I don % he and I will be 
relaxed, but the school result will be disappointing. 
Moreover, Mrs. D also reflected that she was stricter to D as she found D was too 
dependent on and manipulative of her. However, it was uneasy and it demanded her 
patience to negotiate with her daughter, and their relationship became more conflictual. 
Mr. D used more corporal punishment on his daughter after the onset of the problem for 
two reasons. Firstly, it was very hard to stop D's temper, except by using corporal 
punishment, although Mr. D knew that it was inappropriate and the effect would not last. 
Secondly, the family received many complaints from the neighbors as the screaming of 
his daughter disturbed them. Mr. D had to hit her in order to let his neighbors know he 
was taking action to control the temper of his daughter. 
E was served a Child or Protection Order after he ran away and was arrested for 
shoplifting. Both Mr. and Mrs. E found that their parenting was more effective with the 
support from the Order. Mrs. E explained how the Order empowered her parental 
authority in the following narrative: 
I: Do you think you are able to handle E without the Child or Protection 
Order? 
Mrs. E : No, not at all He still keeps saying that he will go out at night as 
soon as the Order expires. He means that he does not have to be home on 
time if the Order expires; he can be home whenever he wants and he can do 
whatever he wants. 
I: What would happen then? 
Mrs. E: I don 't know, he would run away from home and wonder outside. 
I: So you welcome the decision of Court about this order? 
Mrs. E : Yes, at least he knows when to come home. 
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I ： What do think the difference between the control from Court Order and 
the control from the parents to E? 
Mrs. E : The Court Order is more effective, and the parental control is not 
effective to E at all. He is late, so what? There is no consequence for him. 
Mr. E reflected his parental role was restricted by his role as the guardian of his son and 
the Order empowered his parental authority. He narrated his situation as follows: 
Mr. E: I am more disappointed that he becomes more rebellious as he grows 
up. I have always wanted to help him, but I couldn 't as he was affected by his 
past experience. But now I think, as I talked to my friends, I still have the hope 
that he would have a future. Although he might not have achievements, I don't 
want him to be the burden of the society. What I mean is: I want him to be 
psychologically and mentally healthy, so that he would not affect the society. 
I am uncertain when I face E. 
I: What do you feel uncertain about? 
Mr. E : I mean his behaviors. It depends on his effort in the next few years, 
how he will be responsible for himself in the next few years. He is my 
responsibility until he is eighteen because I am his guardian; what I mean is: 
my role is to guide him well There are so many things I am responsible for, 
but the most important of all is whether he wants to be a good person I 
can only watch him until he is eighteen. No matter good or had, my 
guardianship ends. I won ‘ t care him when he is eighteen, we may spend a 
longer time together if he becomes a good person in the future. If he cannot, 
our relationship will end when he is eighteen. 
I: Would it be different if he were your own child? 
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Mr. E : Yes. But I am only a guardian. I heard people said that he was not my 
own child and I could have given him up easily in this situation. But I still 
have the belief that I should try my best to take care of him. But I have my 
bottom line; I don 't want him to affect my job at this moment. At the end of 
the day, I am only his guardian until he is eighteen, especially when he is on 
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Child or Protection Order and followed up by the Social Welfare Department. 
That means his guardianship belongs to the Social Welfare Department, not 
mine. So from now on to the next November, I am only responsible for caring 
but the important decision would be made by the Social Welfare Department 
for E. 
I： Would it be different if the important decision was made by you? 
Mr. E: Yes, it would be different. 
I: What is the difference? 
Mr. E: Because E is now supervised by the welfare officer, I have the feeling 
that he would not have so many outraged behaviors. He said to me sometimes 
that he would go to the cyber cafe to play games overnight when the Child or 
Protection Order ended. And I would throw temper to him and tell him, "you 
should go now! You like playing games so much! “ And he replied, “no, I 
would not go, I am on Child or Protection Order, how can I go?“ 
I: So do you welcome this Order? 
Mr. E: Yes, I welcome it. Perhaps, I think the Judge felt strange too. 
Shoplifting was a simple crime, why did the Police apply the Order for him? 
I think the Child or Protection Order was good for us. 
I: Do you think the Court had taken away something from you? 
Mr. E: No, because the Child or Protection Order made the child understand 
that there are rules and regulations for him. When he could not be handled, 
there is a consequence for him. So that he would not be as disobedient as 
before. With this Child or Protection Order, he could not keep protesting by 
saying "I want freedom "！ 
However, Mr. E thought that his discussion with his son was confined by the Order as he 
had to state the punishment for E, as well as the material reinforcement for E's good 
behaviors in his welfare plan. His son was unwilling to talk to him anything outside the 
welfare plan. 
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Mrs. F reported that she became the mediator to mediate the conflict between F and the 
twin sisters. She also needed to provide emotional support to F as she was dependent on 
her. 
2.3 'Emotions and Mental Health - although I was disappointed by my child, I 
blamed myself for his problem and worried that his future would be 
destroyed by his problem.' 
The parents reported that the child mental problems of their children affected their 
emotions and mental health negatively. They blamed themselves for their children's 
problems. Moreover, they were disappointed by the outcome of their children; while 
they worried that the future of their children would be destroyed by their problems. 
However, their emotions and mental health improved after their children responded to 
their treatment positively. 
Both Mr. and Mrs. A were disappointed and stressed by the response of the school to A's 
problem. They also worried their son would be expelled by the school. Mrs. A was 
antagonized when her husband and she attended the case conference organized to discuss 
the handling of the problem of A at school. She described her disappointment and anger 
in the following narrative: 
Mrs. A: I was begging for your (the school's) help and cooperation (in the 
conference). They (the school) claimed to espouse the cooperation between 
the family and the school, but I really do not know what it means. I kept 
receiving calls from the teachers of the disciplinary team, the counseling 
team, and the homework team. You (they) would call me consecutively during 
the same day to ask me what happened to the child! Then I started to lose 
control, and I felt I would collapse. Every time I attended the case conference 
with the teachers, they sat in a row in front of me and told me the 
wrongdoings (of A) one by one. There was one teacher who recorded all the 
wrongdoings and asked me to sign on the record. All the wrongdoings and 
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mistakes would be recorded on my child's report card, and I became so 
scared. Oh! Would he be expelled by his school if those records accumulated? 
How would he be able to find another school with such a conduct record? I 
was so worried. 
Mrs. A's mental health was affected negatively as she found she was stressed and 
pressed by the school to seek help from the Child Psychiatric Unit. She had insomnia 
and needed to take medicine to help her sleep. Mr. A initiated to attend the case 
conference in order to share the stress from school with Mrs. A as he worried about 
his wife's mental health. 
During the hospitalization of her son, Mrs. A was exhausted by taking care of other 
family members and by visiting her son. She finally gave up visiting her son every day 
and asked other relatives to help her to visit her son instead. 
Both Mr. and Mrs. B blamed themselves for making the wrong decision to send their son 
to the summer camp. They were also frustrated by the help-seeking process as they were 
unfamiliar with the child mental health service. They were exhausted by monitoring the 
suicidal risk of B when his diagnosis was unclear and the medication had not taken effect 
to control his depressed mood before the hospitalization of B. Mrs. B described her 
exhaustiveness as follows: 
Mrs. B: You don 't have to care if someone is killed in the battlefield; you 
don 't have to take a look! But it was not the case (at home). You know if they 
did something irrational, they would be affected for the rest of their lives. 
They might not die but they would have a trauma. 
Besides being uncertain in making decision for his son，Mr. B had hesitation in making 
decision in his job as it was related to organizing the youth program, the nature of which 
was similar to the summer camp that his son had attended. Mr. B was also stressed by his 
job. He was supposed to be transferred to another post at the time of the hospitalization 
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of B. He discussed with his boss to let him get out of work earlier so that he could visit 
his son every day and deferred to be transferred to another post for one year as he needed 
to spend time to adjust to this new post. He worried that he would be unable to take care 
of his son if he did not recover within one year as he had to be transferred to a new post. 
Mrs. B was upset by her son as she tried her best to take care of him but B scolded her 
and threw temper at her in return. She was disappointed and worried that the future of 
her son would be limited by his mental health problem. Regarding the future of her 
children (B and his elder sister, who was also in trouble and needed to consult 
psychiatrist), her reflection is as follows: 
Mrs. B : My husband and I like to plan for the future, but I found it did not 
work on my children. What a pity! Probably, they thought I'd already helped 
them too much. I tried to pave the path for them and this made them feel they 
had to follow my route; they disliked my route. I was unhappy; I thought my 
plan was so great, so prefect and I had the ability to fulfill it. I am a 
pragmatic person： however, every child has his/her own ability, and they 
think differently. They would not be as perfect as you think then (my) plan 
becomes constraint. I have to tell myself, it was my bad luck, forget it, I drew 
two bad cards I could not draw again, so I had to let go. I want to tell 
them one day how sad I am. If I had insisted (my plan), I would have been so 
disappointed that I needed to die ten times and even more! I am exhausted and 
I feel old. But I still look forward when my children would be independent so 
that I can rearrange my life, although I can，t tell when this will happen I 
can 't imagine how my future will be but I still look forward to seeing them 
recover. It is going to be a long process. Perhaps, I am too responsible, but I 
cannot see the future of my children. I don 't mean that they would not have a 
chance to be independent but I just can't see how my picture can look 
beautiful They can still fly away but they have limitations and they would 
not fly high above the sky. 
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Both Mr. and Mrs. C blamed themselves for the problem of C. Mrs. C blamed herself for 
spoiling C when she was small and favored the younger son, which made C become a 
lesbian. Mr. C blamed himself for not being a good father to stay home more often to 
prevent the problem of C in his individual interview. His reflection was as follows: 
Mr. C : She used to rank first in class and win scholarship every year (when 
she was in primary school), I don 't know why she turned out liked this, I 
don ’t know if it is due to the fact that I am not being around. I don 't know 
whether it is because lam not being here or it is her own problem. 
I: How does your not being around relate to her problem? 
Mr. C : I have less time to parent her as I am not here. If I were here, I 
would have known the progress of her problem sooner. I would have known 
if it was a big problem but my wife did not tell me. By the time I was 
told, the problem was very serious. It would he better if Ifound out earlier. 
I ： So that you were able to seek help earlier? 
Mr. C : So I were able to talk to her. It would be more effective to talk to 
her when she was still small She is now a grown up, she has her own 
thinking and she will not listen to your words I cannot accept it; I think 
that lam the problem. 
Both Mr. and Mrs. C worried that C would be unable to be independent in the future. 
They were also disappointed about C as they thought C was smart enough to meet the 
school demand and became a useful person and could be self-sufficient. Mrs. C saw 
lesbian as a 'freak' and explained her worry and disappointment in the following 
narrative: 
Mrs. C: To be honest, deep in my heart, I want her to be a normal girl It is 
okay if you don，t wear any dress, but don 't prefer girls! It is useless to raise a 
person like this! Everyone gets married and gives birth to the next generation. 
If you prefer girls, how can you get married? To an ordinary woman like me, 
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raising her up means that she can get married and have children, not anything 
else. 
Mr. C expressed his worry and disappointment about the future of C in the following 
narrative: 
Mr. C : If you don 't go to school, you are a useless person. You are so 
young (to drop out from school). Do you live like this for the rest of your 
life? Do I have to support you for the rest of your life? I am not expecting 
you would support me when I am old. You don 't have to support me. I am 
not expecting too much as long as you can be self-sufficient and became a 
normal person. How can you be a normal person if you don 't study? You 
are only fourteen, who will hire you? If you live like this for the rest of the 
life, you are a parasite! 
Besides blaming himself for not being a good father for his daughter, Mr. C also blamed 
himself for not being in Hong Kong to support his wife to deal with the problem of their 
daughter. When he thought about his difficult life situation, he said the following: 
Mr. C: When I think about my life, I feel bitterness. When I sleep alone at 
night, I am not happy; it is hitter. 
Mr. C reported that he and his wife supported mutually by talking on the phone every 
night when he was working in China. 
Both Mr. and Mrs. D felt difficult and were exhausted in handling the temper of their 
daughter. Mrs. D described her difficulty and exhaustiveness in the following narrative: 
Mrs. D : It is really tiring! The struggle is nonstop right after she is home. She 
said it would be better if we two (Mr. and Mrs. D) never came home. I tried to 
ask her to stay at the library to do her homework. I did not know when she 
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would return home. But when she opened the door, she said "why are you 
home so early, you jerk! “ It becomes her habit to scold us like this. When I 
am not at home, she switches on the computer and TV. She tells me "I 
watched TV to sleep “ and then she says, "the TV was too noisy, I have not 
done my homework yet! “ When you make a noise, she would say you are 
annoying her. Even when everybody is silent, she would say you are annoying 
her! 
Mr. and Mrs. D were unable to have agreement in handling the temper of their daughter. 
Mr. D blamed his wife for being over-protective of their daughter so that she became 
dependent and willful. Mrs. D blamed her husband for not suppressing his temper and hit 
their daughter. However, both of them worried about the future of their daughter if her 
problem persisted. They expressed their worry in the following dialogue: 
Mrs. D : I worry that she would get used to that (not respect others). When 
she grows up and goes out in the society, that is the social life, your attitude 
would make no one want to approach you. I think people will leave you one by 
one and you would have no friends and no social life; everybody avoids 
you I worry that she would kill herself. 
Mr. D : So she would change her job frequently! 
Mrs. D : I worry that she would kill herself! She does not have fun in her life, 
and so she would try to (kill herself} because she would not think the 
problem is on her, but on others! I don，t know how she is going to face this 
world, face her social relationship! 
Mr. D : How can she survive (in the society) if she behaves like that? 
In the individual interview, Mr. D revealed that he was stressed by the complaints from 
the neighbors. Moreover, he was painful in accepting the mental problem of his daughter 
if she had one. He was also ambivalent about the decision of sending D to the hospital 
for observation. He expressed his negative feeling in the following narrative: 
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Mr. D : She would blame us for sending her to hospital at this moment 
(when D was about to have her final examination) if she was unable to catch 
up in her homework, even though she was cured and became normal. Of-
course, she would understand it was for her own good if she becomes 
mature I am stressed if she insists to blame us. I found it is a 
misfortune to my daughter, why did this happen to her? She is only 
twelve I am ambivalent and feeling hard to accept her admission. It is 
hard for me to explain to the others the reason why D was away from home. 
I don ’t want to tell them the truth so I have to lie to them. I found it hard to 
lie to the other. But if I tell them the truth, what would my neighbors and 
relative think of D? Oh! Why do you have a daughter like that! It would be 
a big impact for a little child. 
Although both of them felt that it was hard to accept their daughter in having a mental 
problem, they were frustrated when D was assessed to have no psychiatric problem 
because they thought there would be a concrete treatment to her if she had been 
diagnosed. 
Mr. E was stressful in dealing with the competition for his attention from his wife and 
son. Moreover, he found it was demanding for him to see so many helping professionals 
for his son as he would lose his job for taking leave frequently. He also worried that his 
son would be the burden to the society if his problem was not handled properly. 
At the time of interview, Mrs. E needed to have psychiatric follow up for her depression 
and was on anti-depressants. She revealed her mental health problem was related to E 
and her adjustment to her new marriage; she narrated as follows: 
/; You need to see a psychiatrist because your son was in trouble? 
Mrs. E: Yes. For two years. 
I: How did it begin? 
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Mrs. E: I was very agitated, my emotion was so unstable and my thinking was 
very negative. I had suicidal ideation; I burned charcoal to try to kill myself. 
I was told that I had depression when I saw the psychiatrist. E was the major 
reason for my problem. The attitude of E towards me was poor when we were 
newly married. He did not call me 'mother' as the present; he used ‘that 
person，to refer to me. Moreover, my husband and son I mean they did 
not know I have the depression, and neither did I. I was so agitated and often 
threw tantrums on them. When my husband took a day off to hang out with E, 
I thought he could do this with E while he did not care about me. When I 
threw temper and became so agitated, my husband said that I was jealous to 
E. Once, my husband also said that I was not E's mother in front of E, so I 
became more agitated and threw things to him. I became so unhappy that I 
thought dying was the solution. My husband told me that there was once I did 
not recognize him. I was so unstable and chaotic. Then, he took me to the 
hospital to see the psychiatrist but it was too expensive to see a private one so 
I changed to seek help from the government. I was assessed by a social 
worker and she referred me to the waitlist for the psychiatric service. 
I: So you had been suffering for a period of time, it was difficult for you, 
wasn 't it? 
Mrs. E: Yes. 
I: Did anyone help you? 
Mrs, E: No. So my thinking became more and more negative. I started to think 
my husband and son would have been happier if I were not there. Finally, I 
burnt the charcoal at home and I was lucky that my husband came home 
earlier that night. 
I: Were you hospitalized? 
Mrs. E: Yes. My emotion was unstable. 
I: How was it? 
Mrs. E: I would bite myself and my husband and hit him until he was hurt. I 
could not control myself; I bit myself until I was bleeding. 
I: How long did you stay in the hospital? 
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Mrs. E: More than a month. 
I: What did they do to help you? 
Mrs. E: I was seen by the psychologist, social worker and psychiatrist. And 
the nurse talked to me often. 
I: Did they help you? 
Mrs. E: Yes, at least my thinking is not so chaotic and negative. I would not be 
discharged so fast if they did not help me. I was lucky because there was one 
patient in the hospital who had been there for four years. 
I: What was your motivation to recover? 
Mrs. E: My daughter. 
I: How did she help you? 
Mrs. E: There was nobody to take care of her, I felt like I abandoned her to 
my mother-in-law and my elder sister. They helped to take care of my 
daughter. I felt like my daughter was passed around (from mother-in-law to 
elder sister). 
I: So you felt your daughter was your motivation. 
Mrs. E: Yes, (without her daughter) I felt like there was nothing worth for me 
to stay and plan and I wouldjust live there indifferently. 
Mrs. F was stressed by her caring role in the family. At the first onset of the anorexia 
nervosa of her daughter, she found it was stressful and difficult to handle the conflict 
between her daughters. It was hard for her as F was very dependent on her emotional 
support. Moreover, it was hard for her to visit her daughter everyday during her 
hospitalization because she needed to do housework, despite that she understood F 
needed her support. She also was upset by her husband for not being understanding of 
her stress and his attitude of favoritism. However, she could not share her stress with her 
friends and relatives as she worried it would affect their perception of her daughter 
negatively. She was satisfied when her husband changed his attitude after attending the 
family therapy. 
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2.4 'Who is going to take care of my emotions?� 
The parents would not share their stress and worry with the members outside the family 
because they worried it would affect the perceptions of the others on their children, 
except for Mrs. D who sought support from her relatives in Mainland China. Mrs. A 
found that Mr. A supported her to deal with the stress from school. Mr. and Mrs. C 
supported each other in dealing with the problem of their daughter. The remaining 
parents did not report they had concrete ways to deal with their emotions. Most of them, 
especially the fathers, left their negative emotions unattended. 
3. ‘I needed help; but I felt that I was not included from the treatment 
program!� 
The parents expressed they needed more than a pill in dealing with their children's 
problems. They perceived there were other areas with which they and their children 
needed assistance, areas such as their parenting, the developmental difficulty and 
traumatic experiences of their children. However, they found that their opinions and 
difficulties in dealing with their children's problem were not included in the treatment 
program by the helping professionals. During their children's hospitalization, the parents 
perceived visiting their children as the major source of support to them and they leamt 
about the progress of their children because they were not seen by the child psychiatrist 
regularly. However, their visiting was restricted by the hospital policies. The 
experiences of those parents with the services provided by the Child Psychiatric Unit of 
AHNH and other helping professionals are described in the below paragraphs. 
3.1 need more than a pill for my child!' 
Those parents perceived their children to have child mental health problems; while they 
also revealed that there were other areas that they and their children needed assistance. 
Moreover, they voiced out that their children needed more than a pill; they needed 
counseling for their developmental difficulties and traumatic experiences; they also 
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needed the helping professionals to liaise with their schools in order to promote the better 
understanding of their sufferings. Moreover, in the views of those parents, the Unit and 
other helping professionals should also involve them in the treatment program as they 
lacked resource in handling their children's problems. Their views were described 
below. 
A was hospitalized for observation after the first consultation. In the beginning after A 
was admitted, Mr. and Mrs. A were frustrated as the child psychiatrist assessed A to have 
no child mental health problem. They worried that A would be expelled by school. The 
clinical psychologist assessed A and met with Mrs. A during the hospitalization of A. He 
retook the developmental history of her son from Mrs. A and suggested her son to have 
ADHD. Then, the child psychiatrist asked Mrs. A to record the behaviors of her son 
during home leave. The child psychiatrist concluded that A had ADHD and prescribed 
Ritalin to him. Besides sending a medical certificate to school, the child psychiatrist 
contacted the school to explain the management of her son to the teachers after her son 
was discharged. 
Mr. and Mrs. B decided to admit their son to the In-patient Unit because they were 
exhausted in managing the suicidal risk of B at home. Moreover, they wanted to clarify 
the diagnosis and adjust the medication for B. Both parents understood the necessity of 
home leave as their son would be partially treated if he did not return to his real life 
situation. However, they did not feel they were well prepared to handle the suicidal risk 
of their son by the hospital and they had to find ways to deal with it by themselves. Mr. 
B suggested that family should be included in the treatment program as they were 
handicapped to handle their child at home. Mr. B described his experience in the 
following: 
Mr. B : It was very hard for my son during these few days of home leave, he 
wanted to return to hospital earlier. I remember that he asked us to take 
him back to the hospital on the second night of his home leave. He said to 
me, 'I want to go back to the hospital' when we were walking on the street. 
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I understand it was part of the treatment program; a buffer before he 
returned his normal life. It was good to my child but stressed us very much. 
It pushed you to try (to take care of B at home), but you did not know how it 
would turn out. 
I: Is there any way you are able to relief your stress? 
Mr. B : It is difficult. It is my child to have problem, what can you expect 
from the people outside? It is most important that the family members are 
willing to help. It were good that he had had a nurse to watch him for 
twenty four hours per day, but it is impossible as there is not much resource. 
He should be taken care by his family, by us. When my son has this disease, 
I found it was important for the family and the hospital to cooperate to 
search for the best treatment program for him, 
Mr. C perceived that his daughter had no mental problem and had reservation for her 
hospitalization. He explained the reason why he let her be hospitalized in the following 
narrative: 
Mr. C : Well, I think it would be better for her to be hospitalized than 
staying at home. At least, she had the doctor to take care of her. She is so 
willful at home, I am helpless. 
I: She was not so willful at hospital? 
Mr. C : Yes, I think she was better when she stayed in the hospital. 
I: How much better she was? 
Mr. C : She was more obedient. She listened to the nurse and doctor there. 
So I think it would be better for her if she lives with other, at least there is 
someone to control her. 
Mrs. C agreed with her husband as she also had the impression that a regular daily 
routine would be beneficial for their daughter. She also found her daughter was happier 
and healthier during hospitalization. 
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Mrs. C valued the support provided by the child psychiatrist at the Out-patient Unit; 
therefore, she would attend the clinic even if her daughter was unwilling to attend. She 
wanted to update the child psychiatrist about the progress of her daughter with hope that 
it would help daughter more. Mr. C did not have much experience with out-patient 
service as he worked in the Mainland China and he was unable to attend the clinic with 
her daughter. However, he had not benefited as much as his wife had, because he needed 
to take his youngest son with him to attend the clinic so that he was unable to concentrate 
when talking with the child psychiatrist. Moreover, he was unable to attend the services 
of other helping professionals as they did not work on Sundays. 
Both Mr. and Mrs. D found that the hospitalization of D served the function of relieving 
family stress, despite the fact that hospitalization had failed their expectation of assessing 
D's problem. Mr. D expressed his worries of the effect of hospitalization on his daughter 
in the following narrative: 
Mr. D : To me, I have more time to rest (during the hospitalization of D) 
because she was not there to annoy me. However, I found my heart was 
sinking because I was afraid that she would have the had influence from the 
hospital peers. You know there were patients who needed medication, hit 
themselves, lost self control or spoke foul language. I worried her condition 
would be worsen; she had the bad influence from the others. I worried 
about this mostly. 
Despite his son told him about the negative effect of hospitalization on him, Mr. E 
insisted it was a better way for his son to leam about the consequence of his misbehavior. 
Mr. E explained his view in the following narratives: 
Mr. E: His major problem was discipline and disobeying the rules, he is so 
willful In the Boys，Home, you can hear from him that there would not be any 
disciplinary action and no consequence for the misbehavior and he even got a 
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prize there. But it was different when he was in the hospital, he threw temper 
and he was tied up and injected 
E was unwilling to attend out-patient follow-up sessions. Therefore, the effect of the drug 
was not reported to the child psychiatrist by him directly; instead, the adjustment of drug 
depended on the report from Mrs. E's observation on the deterioration of the symptoms. 
Mrs. E reported she was grateful to the child psychiatrist as she found that he listened to 
her and was supportive of her as he allowed her to contact him at the Out-patient Unit 
other than the follow up sessions. 
Mrs. F did not understand anorexia nervosa and its treatment when her daughter was first 
admitted, but she would not deny the fact that the hospitalization had helped to refeed her 
emaciated daughter. However, the length of stay was not as she expected and the hospital 
fee became a family burden. Mrs. F expected that the child psychiatrist or the nurses 
would see her and explain the medical condition of her daughter to her; however, the 
communication was limited. Mrs. F was seen just once by the child psychiatrist during 
hospitalization and that she was contacted over the phone for the rest of the time. 
3.2 'Doctor, would you listen to my opinions and difficulties in dealing with my 
child's problem before you design the treatment plan?' 
In the view of those parents, the child psychiatrist had the important role in diagnosing 
and deciding the treatment plan for their children. The parents (A, B and D) did not find 
the treatment for their children to be useful when they felt their opinions and difficulties 
in dealing with their children's problems were not included by the child psychiatrist. 
Mrs. A also compared the service she received from the child psychiatric unit of another 
hospital before A was known to the Child Psychiatric Unit of AHNH. She commented 
on the previous services in the following narrative: 
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Mrs. A: The nurse (at the pediatric department, who referred A to the 
previous child psychiatric unit) saw the problem, but the psychiatrist (of the 
previous child psychiatric unit) did not see it because the nurse felt (for my 
difficulty in dealing with A). Perhaps, the nurse saw him (A) for many times 
(in the waiting area of the pediatric department), and every time he messed up 
the things on her table, broke things, stood up, smashed things, rocked the 
chair the nurse knew there was a problem. However, you can only see 
the doctor (of the previous child psychiatric unit) for two minutes or ten. Even 
if you got fifteen minutes, what could a doctor see during that limited period 
of time? 
Therefore, Mrs. A had more confidence with the present child psychiatrist who helped 
her to liaise with the school and listened to her difficulties in dealing with her son, 
besides prescribing Ritalin to her son. 
To the parents of B, an out-patient clinic was a field of negotiation with the child 
psychiatrist about the treatment for their son. The information gathered by Mr. and Mrs. 
B suggested that the new drug, Effexor，had less side effects compared to the drug, 
Fluoxitine, that their son was using. Therefore, they requested the child psychiatrist to 
change the medication for their son but the child psychiatrist did not agree at the 
beginning. After they continued to negotiate, the child psychiatrist finally changed the 
medication. Both Mr. and Mrs. B felt frustrated as they found their child psychiatrist did 
not listen to their opinions. Mr. B expressed his frustration as the following: 
Mr. B: I would say I was in the bad position to beg for the change of drug. I 
would rather spend money to buy it when it (the old drug) has no obvious 
effect on my child the private doctor cannot handle my child and I had to 
go to the public sector. It was my only choice. I had nowhere to go! If the 
doctor was standing from my child's point of view, we all want him to 
recover faster. Perhaps, she (the child psychiatrist) wanted to play safe, but 
I prefer not to have those complicated administrative procedure and get the 
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drug I want. She has constraints, but I tried to express my thoughts to her 
while avoiding conflict with her she was not saying there was no chance 
to change but she had to play safe and gather more evidence to support her 
in order to convince her boss. Even if I am willing to pay for the new drug, 
it would be much cheaper to buy it from the government (hospital) and quite 
a small number of drugstores are selling this drug, and a prescription is 
needed. It became a whole process of fighting which depends on your luck 
to meet a doctor who accepts your perspective. If not, you have to convince 
the doctors. You have no choice. 
Mr. and Mrs. D did not find the out-patient service helpful to them. Both parents were 
still helpless as they were not given concrete advice on handling their daughter at home. 
They found the child psychiatrist did not understand their parental difficulty. The child 
psychiatrist suggested the parents to call the police to admit their daughter when she 
caused disturbance in the midnight again. However, Mr. D was doubtful about the effect 
of this action. As their daughter was not diagnosed to have any psychiatric problem, her 
follow up was infrequent and their parental difficulty was left unattended. Moreover, 
from the perspective of Mrs. D, the child psychiatrist undermined her parental authority 
by telling her daughter that she had no psychiatric problem which was an opinion 
different from hers. Her daughter argued with her more afterwards. 
3.3 'Visiting - the precious moment to show our support to my child but 
restricted by the hospital policy.' 
Those parents reported that they were not seen by the child psychiatrist regularly so that 
they were not informed about the progress of their children sufficiently during 
hospitalization. Therefore, visiting hours became the major way they leamt about the 
progress of their children. Moreover, they considered it was the major way to support 
their children as they lost contact with the outside world once they were hospitalized. 
However, their visit to their children was usually restricted by the hospital policy. 
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In order to show the support for their son and prevent him from feeling abandoned, 
the parents insisted to visit him everyday during his hospitalization. Because of the 
restricted visiting hours, Mr. B had to ask for permission from his boss to leave work 
earlier in order to visit his son. Mrs. B described the need of visiting her son in the 
following narrative: 
Mrs. B: Have you seen the children there? When it is 5:30 pm and the door 
bell rings, you will see those eyes (of the patients) are full of expectations. You 
can tell the differences on their faces when they find the people coming in are 
not their visitors. You can see such an expectation. Then, you would think it is 
not a big deal to have your life disturbed. He needs support in such an 
environment. 
Parents D had the same view as Parents B in that they tried to visit their daughter every 
day as they did not want her to have a feeling of being abandoned. 
Because of the long traveling distance and the duty of taking care of other family 
members, both Mr. and Mrs. A did not visit A often during his hospitalization. Mrs. A 
found she was so stressed and had to give up visiting A as the visiting hours was from 
5:30 p.m. to 8p.m. which crashed with the dinner time of the family. 
It was a hard time for Mrs. C during the hospitalization of her daughter. The visiting 
hours began from 5:30 p.m. till 8 p.m. Mrs. C had to take the younger son to the training 
in Tai Po twice a week in the afternoon. Therefore, she and the younger son had to 
wander in the mall after training to wait for the visiting hours in order to deliver a bowl of 
soup to C in order to show her concern. Of course, she had to get up early to make the 
soup. Children under twelve were not allowed to go into the Ward, so Mrs. C could not 
get into the Ward because she had to take care of the younger son who was only four 
years old. She could only pass the soup to her daughter via the nurse. There was no 
chance for conversation between them. She was tired, but she still kept going to visit C 
unless the younger son was too tired and had to take naps in the afternoon. 
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Mrs. F commented that the visiting hours became precious moments not just to support 
her daughter but to leam about what happened at the hospital from F. As she recalled, her 
daughter was bullied by a patient and said she could not handle it. Mrs. F had to phone 
the child psychiatrist to report the incident. As a result, a meeting was held by the nurses 
to discuss the handling of the bullying incident among the patients. 
Summary 
Most parents conceptualized their children to have child mental problems. Other than 
mental health problems, those parents attributed their children's problems to previous 
traumatic experiences, difficult family situations, sexual orientation and laziness in 
attending school. 
Those parents did not seek help from the Child Psychiatric Unit directly and voluntarily. 
Two parents sought help under pressure from their children's schools. Their help-
seeking behaviors from the Child Psychiatric Unit were shaped by the opinions of 
different helping professionals. 
In the view of the parents, the mental problems of their children affected their parent-
child relationship negatively. The problems had also affected the relationship between 
the other family members negatively. In two families, their marital relationships were 
negatively affected by the child mental problem. 
Those parents adjusted their parenting in response to the problems of their children. 
They were uncertain about their parental decision and lacked professional advice in their 
parenting, although they tried to be empathic to their children after they were diagnosed. 
The mental health problems of their children affected the emotions of the parents 
negatively. They blamed themselves for their children's problems. They were 
137 
disappointed by the outcome of their children while they worried about their future. 
Most of them, especially those fathers, left their negative emotions unattended. 
Those parents needed more than a pill for their children. They expected assistance from 
the Child Psychiatric Unit and other helping professionals in dealing with the 
developmental difficulties, parenting and family difficulties arising from the mental 
problems of their children. Those parents also expressed their opinions and difficulties 
in dealing with their children's problem, but providing help to parents was not included 
in the treatment program. All the parents valued the visits to their children during their 
hospitalization in order to provide their support to their children and to leam about their 
progress. However, the visiting hours were restricted by the hospital policies. 
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Chapter 7 
Discussion and Implications 
This is a qualitative research that attempts to explore the subjective experiences of the 
children and adolescents with mental health problems and of their families on how they 
perceive their different life situations which were diagnosed to be child mental health 
problems and their perception of the child mental health service in Hong Kong. It 
illustrates the usefulness of Foucault's analysis of subjectivity and power relations and 
the concepts of the social constructionism to social work practice in order to explore the 
new direction for practice, especially in the medical setting. Six families, whose children 
have been assessed to have different child mental health problems and who have received 
services provided by Child Psychiatric Unit of AHNH, have participated in this research 
voluntarily. Individual and family in-depth interviews have been employed as the data 
collection method. 
Different themes embedded in the study results show that most of the children and 
adolescents refused to take up the identity of a 'psychiatric patient' and the psychiatric 
and developmental discourses could not encompass the complexity of their different life 
situations. Although the experiences of the parents illustrated the same theme of the 
insufficiency of psychiatric discourse，and voiced out that they had other areas in their 
life that needed assistance, they took up the identity of 'pathological parents' and blamed 
themselves for causing their children's problems. They attempted to adjust their 
parenting in response to their children's problems; however, their efforts were not 
acknowledged by themselves, other family members and other helping professionals, so 
that they became uncertain and not confident in their parenting. The research findings 
illustrate their struggles with and resistance to different power relations, namely, between 
the individual and the dominant discourse, between the parents and child, between the 
service users and helping professionals and between the service users and hospital 
policies. Through the social conversations the participants were engaged in during the 
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in-depth interviews, they had reflections and generated new meanings about their difficult 
life situations which led them to see the alternatives to their difficulties. 
The following discussion will be based on the themes of the constitution of the 
subjectivities of the children and parents, their struggles and resistances with the 
mentioned power relations. The contributions and limitations of this study will then be 
presented, after which further direction of study will be discussed. Finally, the 
implications for ftiture child mental health service development and social work, 
especially for medical social work will be discussed. This chapter will end with my self 
reflexivity and a conclusion of this study. 
1. The Constitution of Subjectivities 
The constitution of subjectivities of the children and parents were different: the children 
refused their identity as 'mad child' or 'psychiatric patient' while the parents were more 
ready to take up the identities of 'pathological parents'. Hence, 'blaming' is the repeated 
theme that appears in the experiences of those parents. Moreover, they also regarded 
themselves as active changing agents and wanted to be involved with the treatment for 
their children. As the dominant discourses in the child mental health service, the 
psychiatric and developmental discourse failed to encompass the experiences of the 
children and parents about their difficult life situations and they had other aspects of their 
lives which were affected by the child mental health problems and needed further 
assistance besides medication. These discourses have also blinded them from seeing 
their strengths in combating against their 'symptoms', initiation and efforts in adjusting 
the parenting in response to their children's problems. 
Psychiatric and developmental discourses were employed in viewing the deviant 
behaviors of children and adolescents in the child mental service in Hong Kong (Wong & 
Tsoi，1999:156). In the psychiatric discourse, psychological and social difficulties and 
moral faults or any deviant behaviors of individuals are viewed from a medical model; 
they are treated as disease or disorder of individuals. It becomes the dominant course in 
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understanding deviant behaviors in the Western culture (Foucault, 1961; 1994; 2003) and 
in the Chinese culture (Lin, 1985) including in Hong Kong (Luk and Lieh 1985; Wong, 
1986, 1987，1990). The individuals with deviant behaviors are considered as psychiatric 
patients who need medical treatment. Confinement or the mental hospital in the 
contemporary society functions as a place for correction where psychiatric patients are 
explored, broken down and rearranged (Foucault, 1984). Developmental discourse in the 
Western culture views human development as a process of attainment of autonomy, a 
movement to greater rationality, individuation, and independence (Kirschner, 1996). 
Human development is divided into different developmental stages according to age; a 
human being has to go through each stage in order to complete the development and 
attain an independent self. At each stage, the human being has to leam some new skills 
in order to complete his / her developmental task. Failure to climb up the ladder of 
developmental task causes fixation and he / she would not completely develop (Hall, 
1954). Parents assume total responsibility for their children's development (Foucault, 
1976); they adjust their parenting in response to their children's developmental needs. 
Therefore, when a child is assessed to have mental health problem, not only the child is 
regarded to have some sort of individual deficit, his / her parents are regarded as 
'pathological parent' as well, and they are blamed for causing their children's problem in 
the child mental health service (Lyons, 2004). Therefore, children and their parents are 
labeled to be ‘mad child' or 'psychiatric patient' and 'pathological parents' respectively 
once they enter the field of child mental health service. 
According to Foucault (1994，1984a), the individual constitutes his / her subjectivity by 
carrying out the process of self-examination and self-understanding with reference to the 
discourse in their context. In this light, the child and his / her parents constituted their 
subjectivity as 'mad child' or 'psychiatric patient�and 'pathological parents' respectively 
once they enter the child mental health service. 
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1.1 The Subjectivities of the Children and Adolescents 
The children and adolescents in this study refused their identity as a 'mad child' or 
'psychiatric patient' except for A and F. F also regarded herself to have difficulties with 
her development and family too. They shared the understanding that children who are 
diagnosed to have a mental health problem need medication to control their symptoms. 
They will recover if the symptoms are controlled, subside and disappear. A common 
theme emerged from the experiences of the children and adolescents who refused the 
identity as a 'mad child' or 'psychiatric patient': despite that they agreed they had 
difficult life situations and they felt they owned their problems, they did not think their 
problems are necessarily child mental health problems. Thus, the psychiatric discourse 
failed to encompass the richness and complexity of their experiences of their difficult life 
situations; they regarded themselves to have problems with their family and development. 
B, C, and F regarded themselves to have problems in their development; however, they 
did not make sense of their problems as explained through the developmental discourse 
described in the Western culture. 
In the experience of B, he insisted to go back to his 'old' track, that is, to resume school 
so that he could make good grades which had been his negotiation power with his parent. 
Instead of acquiring new skills in negotiation or in dealing with bullying, he insisted to 
resume school and he found himself to be reconnected to his parents. 
The helping professional around C labeled her situation as a difficulty of an adolescent 
who needs to face the formation of identity according to the psychosocial developmental 
theory of Eriskson (Berk, 1994) and their efforts focused on helping her to constitute an 
identity of a 'good student' who resumes schooling. However, in the latter part of the 
interview, C realized that her problem was about whether or not she could start to help 
herself. Moreover, there are not many options available for her in our society. Could 
she work while she was underage? Could she self study and would her qualification be 
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recognized by our education system? Could she just stay idle at home without being 
despised by our capitalistic society? 
F was depressed about having to take up the identity of 'youth is neither working nor 
studying�after she finished the Hong Kong Certificate of Education Examination. This 
identity is despised by our society. She was happier after she became a shop assistant. 
However, her recovery did not depend on how she gained autonomy after having a job 
but on finding a new way to relate to her twin sisters so that she no longer needed the 
anorexia nervosa to gain attention from her family. Moreover, she evaluated herself as 
the 'big sister' of the Twins. 
The growing up experiences of these adolescents illustrate that they did not view their 
development as suggested by the developmental discourse in the Western culture. 
Literature reviews (Bonds and Kwang, 1987，Hung, 2000, Lam, 1997) suggest that the 
concept of human development is viewed from a relational perspective in the Chinese 
culture. The attainment of human development is signified by a human being's 
adaptability to different roles defined according to the relations of human beings within 
their context. Therefore, the concept of development is not viewed from the perspective 
of how an individual moves to greater independence and autonomy in the Chinese 
culture, but from how an individual develops his/her connection with others and in 
his/her adaptability to different relationships. Hence, development is not just about 
acquiring new skills in order to progress in the developmental stage as suggested by the 
developmental discourse in the Western culture. The adolescents in the present study 
viewed their difficulties in development to be related to the connection and disconnection 
with people in their contexts. Therefore, it is more appropriate to include the perspective 
of relational self into the developmental discourse for the Chinese culture. In the 
developmental discourse, moving from one task to another is something so straight 
forward; however, the theory does not lead us to see the motivation an adolescent needs 
in order to move on and the options of identity available in the social context in which the 
adolescents are situated. 
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Besides failing to encompass the richness and complexity of the experiences of difficult 
life situations of the children and adolescents, the psychiatric discourse failed to address 
their experiences of the effects of their problem on their family and school life. When the 
effects of their problems were explored, they had other areas that needed assistance in 
helping them to resume school, improve school performance and connect with the family. 
This indicates that they needed more than medical treatment. 
In the case of A, the psychiatric discourse helped him to transform his identity as a 'bad 
boy' to a 'psychiatric patient with ADHD'. Moreover, his school reacted to him 
differently after he was diagnosed. He was asked to take medication instead of being 
punished even though he committed the same conduct problem in class. His parents 
became more tolerant of him after he was diagnosed. He enjoyed both school and family 
more and became a 'better student' and a 'father's favorable good boy'. Hence, his 
identity constituted the response of his parents and school to him and in turn their 
responses constituted his identity. 
According to the psychiatric discourse, the improvement of the children and adolescents' 
child mental health problems is being attributed to treatment, such as medication. 
However, the resilience and efforts of the individual are shadowed by the effects of the 
medical treatment because the individual is assumed to have personal deficits under this 
discourse. At the beginning of A's hospitalization, A reported that he attempted to 
exercise self control on his symptoms because he worried he would not be discharged. In 
that initial period of hospitalization, the child psychiatrist did not assess him to have any 
ADHD. A had not recognized his effort in controlling ‘his symptom'; however, he 
credited the positive effects to the drug, Ritalin and so did the child psychiatrist and his 
parents. B's effort in controlling his emotion in order to gain the chance to attend the 
Red Cross school during hospitalization had also been forgotten, and instead, Effexor was 
credited in lifting up his mood. In the eye of psychiatrist, B was a good patient as he had 
good drug compliance. His father reported an incident that B was anxious because he 
was unable to take his anti-depressant on time. Kramer (1997) suggests the capacity of 
emotional growth of an individual refers to his / her capacity of bearing depression and 
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anxiety. Therefore, anti-depressant robs the chance of an individual to leam to expand 
his / her emotional growth. In this light, Ritalin takes away the chance an individual 
leams to control his / her self control of impulsiveness. Therefore, medication does not 
only shadow the strength of an individual, but inhibits his/her growth too. 
1.2 The Subjectivities of the Parents 
Unlike their children, the parents took up the identity of 'pathological parents', being 
responsible for causing their children's problems, except for Parents A and Mrs. F. Mrs. 
F，however, regarded her husband to be responsible for her daughter's problem because 
of his favouritism towards the twin sisters. They perceived themselves as active agent of 
change in their parenting and wanted to be involved in the treatment process of their 
children. Parents are more ready to constitute their identity of 'pathological parents' 
because they are more internalized of the psychiatric and developmental discourse 
(Morley, 2003). Parents have received parent education at the hospitals, and maternal 
and child centers at the pre-natal stage of their child. This education continues at the 
maternal and child centers and the parents receive it wittingly or unwittingly when they 
take their child to be vaccinated. Moreover，the parental discourse is embedded in our 
culture. The Chinese saying, ‘養不教，父之過，means that it is the father's fault if he 
does not teach his child but rears him only. With reference to these discourses, parents of 
this research constituted their subjectivities as 'pathological parents' easily. 
Blaming for causing their children's problems is the repeated theme of these parents. 
They did not just blame themselves; they were also blamed by their children, their spouse 
and helping professionals respectively. 
These parents went through a process of self examination, reflection and questioned 
themselves if they had been good parents for their children or if they had done anything 
wrong to make their children suffer from the mental problem. They actively adjusted 
their parenting in response to their children's problems. Some of these parents did not 
just seek professional advice when they attended out-patient follow up with their 
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children; they attended parenting class and read books about parenting. Lacking positive 
feedback, such as the acknowledgement by their spouse and the improvement of their 
children's problems, however, they were uncertain and unconfident about their 
adjustment. 
Some of these parents were also blamed by their spouse. Mrs. B tried to avoid the blame, 
so she asked the helping professionals to disclose the progress of her son to her husband. 
In the case of Family D, the couple blamed each other and their marital relationship was 
seriously affected. Their experiences illustrate that an individual's parenting is evaluated 
by his / her spouse, and the individual would consider the opinion of their spouse as 
important source of knowledge about their performance in parenting when they constitute 
their identity of parent. In the case of Family C，the couple appreciated each other; 
therefore, they were more ready to constitute their identity as 'good parents' and their self 
blame was eased more easily. 
Those parents who were blamed by their children found their parental authority to be 
affected negatively so that they were unable to manage their children effectively. 
Moreover, they regarded letting their children be admitted to the child psychiatric ward to 
be an important decision and worried that their children would blame them in future. 
From their point of view, the opinion of their children is another form of knowledge they 
would consider when they evaluate their parenting. 
In the child mental service, the parents are assessed and categorized into ‘good parents' 
or 'pathological parents' too. Therefore, the feedback of the helping professional 
constitutes the subjectivity of the parents. Parenting is usually assessed against the 
criteria of good parents suggested by different developmental theories which state clearly 
what parents should do according to different stage of their children's development, for 
example, Anna Freud (1965) defines what parents should do at each developmental lines 
of their children to prevent the neurosis of their children in adulthood; and the attachment 
theory of Bowlby (1969) suggests the mother should be close to her infant in order to 
develop a secure attachment. However, the developmental discourse does not consider 
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the social context of the parents. In fact, the views of the parents suggested their 
parenthood was shaped by different social forces, such as traditional mode of division of 
labor, most of these mother were housewife and Mrs. B and Mrs. D quitted their job to 
take care of their children, or Mr. C and Mr. E were unable to involve much of their time 
in parenting as they worked in Mainland China for financial reasons. These parents had 
their own ways to evaluate the involvement of their spouses and appreciate their spouse's 
efforts when they tried to become involved. The parental advice provided by these 
theories also neglected the frustration of the parents in executing these advices, for 
example, Mrs. C found adolescence for her daughter was too long for her to tolerate. 
Moreover, their self-blaming was reinforced if they were blamed by the helping 
professionals for the cause of the children's problems. However, this self blaming was 
not constructive to these parents, especially when they tried to adjust their parenting in 
responding to the children's problems. They became uncertain and unconfident about 
their adjustments, which were usually self-initiated. Some of these parents' effort was 
neither acknowledged by themselves, their children, their spouse, nor by the helping 
professionals. They needed to seek professional advice for their change in parenting. 
They were looking for professional approval for they were good parents as they were 
willing to change now, although they had caused their children's problem before. 
Sometimes, they 'swallowed' the blame from the helping professions with the hope that 
the helping professionals would in turn provide them with guidance and instructions. 
Their experiences illustrate that their identity of ‘ g o o d � o r 'pathological parent' is 
constituted by a continuous negotiation process between parent-child, parent-parent and 
parent-helping professional. Their experiences lead us to see that parenthood should not 
be something measured from the outside; viewed as some job assigned equally between a 
couple or what one should do in responding to their child's development. 
The experiences of these parents also illustrate that the psychiatric and developmental 
discourses in the mental health setting failed to encompass their experiences about their 
child mental health problem. The repeated theme of the parents was that they were 
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pressed to seek help from the Child Psychiatric Unit, such as by school, neighbors. They 
were so desperate and considered the service of the Unit was their last resource. 
Moreover, their parenting difficulties were not addressed by these discourses. Moreover, 
those parents expressed repeatedly that they were disappointed about the outcome of their 
children and worried about their future would be destroyed by their child mental health 
problems. From their experiences, the child's problem demanded their change in 
parenting, and affected their family relationship and personal emotions and mental health 
too. These were the areas they voiced out for ftirther assistance, such as in the area of 
family relationships. However, they were not regarded as the principal client group by 
the Child Psychiatric Unit, unless their parenting, family relationship and personal 
emotional and mental health problems were defined as the causes of their children's 
problems by the helping professionals, or otherwise, they would not receive any 
attention. Moreover, these parents did not have concrete ways to deal with their 
disturbances arising from their children's problems and they left their emotions 
unattended, especially the fathers. 
Similar to the situation of the children and adolescents, the psychiatric and developmental 
discourses did not lead us to see the strengths of the parents as they were regarded as 
inadequate parents already. From their experiences, they self-initiated adjustment in their 
parenting in response to their children's problems and their efforts were continuous no 
matter how much burden they shouldered. However, their efforts were not acknowledged 
by themselves and the helping professionals, who even blamed them for their deficiency 
in handling their children, for example, in the case of the Family D. Without these 
acknowledgement and recognition for their efforts, they failed to constitute their positive 
subjectivities. 
In short, there are several themes emerging that are related to the constitution of 
subjectivities of the children, adolescents and their parents. Firstly, these children and 
adolescents refused their identities of ‘mad child' or ‘psychiatric patient' while their 
parents took up the identities of 'pathological parents' more readily after their self-
reflection against the psychiatric and developmental discourses which are the dominant 
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discourse in the child mental health service in Hong Kong. Secondly, self blaming of the 
parents is the repeated theme emerging in the research findings. Thirdly, psychiatric and 
developmental discourse has failed to encompass the experiences of the children and their 
parents about their difficult life situations because they failed to take the cultural and 
social contexts in which the children and parents are situated into consideration. In fact, 
the other aspects of their lives were affected by the child mental health problems, such as 
their family lives, the school life of the children, and the emotions and mental health of 
the parents. Fourthly, these parents attempted to adjust their parenting in response to 
their children's problems and they found parenting was a continuous negotiation process 
with their children and spouse. They were trying their best to cultivate this process; 
however, they were unconfident and uncertain about their adjustment so that they kept on 
seeking professional advices. Fifthly, the psychiatric discourse hindered the parents and 
children from discovering their personal strength as they were already defined as 
inadequate by this discourse. Moreover, the children credited the effect of the medication 
instead of acknowledging their effort or overcoming their afflictions. They also over-
looked the dependence on medication that took away their chance of their emotional 
growth. 
2. Power Relations 
From the experiences of the children and their parents, different sets of power relations 
emerged. They are the power relations between self and discourse, between parent and 
child, between service user and helping professionals and between service user and 
hospital. 
According to Foucault (1976，1980，1981)，discourse structures the way we perceive the 
world. Discursive practice is an active agent of the production of knowledge as it 
delimits a field of objects and the legitimate perspective about an object. Power and 
knowledge join together in the discourse and constitutes truth claims in a particular time 
and space in history. Therefore, power/knowledge is context specific. Power should be 
viewed as a net of interacting forces, instead of a 'top-down' force from an individual or 
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an institution on the other. When there is power, there is resistance; therefore, power 
relations are continuous processes of struggle between power and resistance. Power is 
exercised through practices and strategies, such as discursive practices. The subjectivity 
of an individual is constituted through the process of subjectification, or building self-
knowledge and a conscience; an individual carries out this process of subjectification 
with reference to the discourse. Therefore, power/knowledge subjugates an individual 
and constitutes his / her own identity. If only an individual could resist his / her identity, 
he / she is able to subvert such a subjugation. 
When the children and their parents entered the child mental services, they experienced 
different sets of power relations between self and discourse, between child and parents, 
between service user and helping professionals, between service user and hospital 
policies. Some of them tried to resist in their power relations while some of them 
subjugated. � 
2.1 Power Relations between Self and Discourse 
Healy (1999) suggests that change or resistance to the oppression in power relations 
comes from the continuous process of reflection. The experiences of some of the 
participants demonstrate their resistance to the power relation between self and dominant 
discourse through a continuous process of self reflection and their exposure to different 
discourses. Thus, their identities were transformed as a result. At the beginning of the 
interview, B considered himself as a 'psychiatric patient' who needed to take medication 
on time. He saw himself as a deficit person because he was unable to fight against the 
depression and fear resulted from being bullied by the campmates, according to the 
psychiatric discourse. He reflected in the second interview that he had a developmental 
problem; his depression was indeed his rebellion to his parents. He thought this rebellion 
was a ‘normal�course of development which would come sooner or later in his 
adolescence. His identity was therefore transformed from a 'psychiatric patient' to a 
‘normal adolescent'. He 'normalized' his depression. F carried out her self reflection at 
the time in her second admission and when she started to work as a shop assistant. She 
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observed there were different body shapes for women at different ages; she realized she 
should not insist to be slim as she grew up, so she got rid of her anorexia. She was more 
ready to take up her identity of ‘big sister' instead of a 'competitor for attention from 
parents' with her twin sisters. 
In the case of D and E, they rejected the identity of 'psychiatric patient' at the beginning 
when they entered the services. They articulated their difficulties were about their 
family. In other words, they constituted their subjectivity as 'normal children with 
nonsensical parents'. This demonstrates that an individual has the freedom to choose the 
discourse in the constitution of subjectivity. 
On the other hand, it was not so easy for the parents because they have internalized of the 
discourses more, while the psychiatric discourse is parent blaming. Moreover, the 
discourse of parenthood assumes parent to be totally responsible for their children and it 
is a life long promise for the parent to their child, especially in the Chinese culture. For 
the parents, it is not just a matter of self reflection; it is a matter of how many discourses 
are available in our society and culture. If the discourse is more embedded in our culture, 
it becomes too powerful to be resisted. 
2.2 Power Relations between Parents and Children 
The position of parents and young children is same; they are placed in a hierarchy. It 
implies parents have the power over their children. From the experiences of the children, 
the theme that they were forced to receive the treatment from the child mental health 
services appeared repeatedly. Their experiences revealed that their parents made all the 
decisions regarding the treatment without discussing with them. A tried to resist but his 
parents threatened to beat him. It seemed that the parents were omnipotent to make their 
children subjugate. However, the experiences of the parents show that they were unable 
to discuss with their children as they were afraid of the resistance from their children. 
Therefore, Mr. A threatened his son by beating; Parents D cheated their daughter to 
receive treatment and Mr. E bribed E to hospitalization by buying him a mobile phone 
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and by seeking help from the Court order. In the case of Family B，Parents B attempted 
to discuss with him when he was suggested for hospitalization but failed and needed the 
support from the helping professionals in making their decision. They were indeed in a 
powerless position. 
2.3 Power Relations between Services User and Helping Professionals 
The participants identified the child psychiatrist as the decision maker for the treatment, 
while they valued the advices from the other helping professionals. However, the child 
psychiatrist and the other helping professionals did not usually include their opinions 
when they decided on the treatment for them. The children and parents demonstrated 
their effort to resist the treatment offered by the child psychiatrist and the helping 
professionals. They voiced out that they wanted the child psychiatrist and helping 
professionals to decide the treatment with them. 
The experiences of the children and adolescents suggest that they had no part to play in 
their treatments. Their opinions were not taken into account when decision about 
treatment, especially about admission, was made. The children and adolescents lost their 
freedom in the child psychiatric ward once they were admitted. They had no means to 
object to the hospitalization. Moreover, they were not seen by the child psychiatrist 
regularly to discuss their progress and discharge plan with them. However, they 
observed how other patients were discharged and explored with the helping professionals, 
such as nurse, about the criteria for discharge. Thus, A tried to suppress his symptoms. 
B observed the hospital routine and initiate regular meeting with his child psychiatrist to 
report his progress to him. Their strategy of resistance was formulated by the knowledge 
about the hospital they had gained from their observation. C and E protested against the 
treatment in the hospital; however, their protests were not given attention by the helping 
professionals. C finally ran away while E decided he would rather be admitted to the 
Boy's Home instead of the hospital. F was forced to eat. Moreover, she struggled with 
her child psychiatrist because she assumed the attention of the child psychiatrist to be 
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helpful to her treatment, while the child psychiatrist gave her none. She finally l e f t the 
struggle by getting rid of her anorexia nervosa. 
Parents found that their opinions, observation of and difficulties in dealing with their 
children were not considered by the child psychiatrist and helping professionals. M r s . A 
had withdrawn from the child psychiatric service once because the child psychiatrist 
ignored her difficulties in dealing with her child. However, she returned under the 
pressure from her child's school. In fact, the parents were too desperate to leave the 
service as they considered the sendee from the Child Psychiatric Unit as their last 
resource. Parents B tried to resist the medication, Fluoxitine, prescribed by the child 
psychiatrist. They tried to negotiate with the child psychiatrist by gathering information 
about Effexor, the new drug with fewer side effects. Although the child psychiatrist 
finally modified her prescription, Parents B had the feeling that they were begging for 
this change. On the other hand, Parents D failed to challenge the clinical decision o f the 
child psychiatrist who observed and assessed their daughter to have no psychiatric 
problem. The child psychiatrist believed that it was the inadequacy of Parents D in 
parenting so that he suggested family therapy to Family D. The difficulty of Parents D is 
their failure to present the problem of their daughter as 'symptoms' to the child 
psychiatrist. In the latter part of the interview, Mrs. D told me about the details o f the 
foul language spoken by her daughter. Her daughter used foul language uncontrollably 
almost every night or she scolded people outside the family with those foul languages for 
no reasons. In a home visit, Mrs. D showed me the school bag of her daughter in which 
she carried all the dictionaries with her which she did not need at all. Moreover, s h e told 
me that she did not take a bath or change her clothes for a whole week. Their family 
conflicts escalated as a result. I told these details to the child psychiatrist a f t e r the 
interviews with the consent from Mrs. D. The child psychiatrist reassessed D. After 
some consultations, the child psychiatrist diagnosed D to have early onset psychosis and 
she was suggested readmission and prescribed with medical treatment. Mrs. D said that 
she was too shameful to tell the child psychiatrist about these details, especially repeating 
the foul language which D had spoken. The child psychiatrist never asked h e r and 
considered these details as contributive to making diagnosis. 
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2.4 Power Relations between Service Users and Hospital Policies 
The freedom of the participants, such as freedom to contact the outside and visiting 
hours, was restricted by hospital policies. The children and adolescents found that they 
lost their freedom after admission, when the ward door was locked and they did not have 
the freedom to exist unless under the recommendation of their child psychiatrists. They 
could only talk on the phone for five minutes every night during hospitalization period 
while all their mobile phones were locked up by the nurse due to security reasons. The 
visiting hours were restricted, as well as the number of visitors. They could only have 
two visitors every night and the visiting hours were strictly set from 5:30 p.m. to 8 p.m. 
Therefore, most of the children and adolescents could not see all their family members at 
once during their prolonged hospitalization. Moreover, the parents had difficulties in 
keeping the visiting hours as they had to take care of other family members and work, 
despite that they considered visiting as the major source of support to their hospitalized 
children. The visits by Mrs. C were further restricted. It was the hospital policy that 
children under twelve were not allowed to go into the ward; therefore, Mrs. C was unable 
to visit C in the ward as she had to take her younger son, who was four years old, with 
her. However, none of the participants attempted to resist these policies or asked for 
special arrangement even if they found the policies were not user friendly. 
In short, the children and parents experienced different sets of power relations when they 
entered the child mental health services, namely the power relations between self and 
discourses; between parents and child; between service users and helping professionals 
and between service users and hospital policies. The children resisted the power relations 
between self and discourse by rejecting their identity as ‘psychiatric patient', continuous 
self reflection and choosing another discourses in subjectification. Parents seemed to be 
in powerful position to force their children to receive the child mental health services; 
however, they were powerless in dealing with the resistance from their children through 
negotiation. They identified the child psychiatrist as the decision maker for their 
treatment; however, their opinions were usually excluded from the treatment plan. They 
tried to resist the imposition of treatment by withholding the symptoms, negotiating with 
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the child psychiatrist with the knowledge they gathered from the observation of other 
patients and about the side effect of the treatment. However, some of them failed 
because they failed to translate their difficulties to the discourse shared with their 
psychiatrist. Hospital policies restricted the freedom of the participants. They did not 
attempt to subvert the policies even though they found them not user friendly. 
3. Emergence of New Meanings and Creation of Alternatives 
The participants generated meanings of their difficult life situation through the 
conversation they engaged in during the interviews. These meanings created alternatives 
to the difficulties. 
Social construction theory suggests that meaning is generated and evolved endlessly 
through the interactions or conversations between people (Hoffman, 1990). In the 
individual interviews, the interviewees made sense of their experiences through the 
conversation with the interviewer so that he / she could only share the meanings of their 
experiences with the interviewer. In the family interviews, the interviewees generated 
meaning from their experiences through the conversation with the family members and 
the interviewer. Hence, these generated meanings were shared among the family 
members and helped to create alternative views of their afflictions. 
In the family interviews, Mr. B learnt from B that it was his rebellion manifesting as he 
showed his mood and Mr. B realized that he might have done too much for B; C revealed 
that she had not started to help herself so that there was no improvement in her problems; 
Mr. D realized that his parental authority was affected because of his conflict with his 
wife and the disorder of D was only part of the reason that he was unable to exercise his 
parenting effectively; Mr. E learnt about the sufferings of E for the first time during the 
hospitalization and the conversation that F had with her mother helped her understand her 
twin sisters better. 
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These new meanings created through the conversation between family members in the 
family interviews promoted understanding between the family members and it gave new 
directions on handling their afflictions as seen from the experiences of the participant 
families. 
4. Implications for Social Work Practice and Future Child Mental Health 
Service Development 
Psychiatric and developmental discourses are produced according to the scientific 
discourse, which promises traditional social work certainty in practice. However, this 
certainty is now challenged by the alternative views from the experiences of the children, 
adolescents and their family who had experienced the child mental problems and child 
mental health services. Their experiences show the limitation of the psychiatric and 
developmental discourses in encompassing the richness and complexity of their afflicted 
experiences, despite that these discourses have the positive effect in helping the children 
to transform their subjectivity. Only fragments of their subjectivities are constituted 
under these discourses. These discourses also failed to take into account of the culture 
and social contexts of the children, adolescents and their families. This leads social 
worker to examine the prevailing discourses in their work setting critically. The effects 
and limitation of these discourses should be regarded as a historical construct as 
suggested by Foucault (1984a), which means that the time and space in the particular 
historical moment in which these discourses are constituted. Instead of searching the 
inadequacy within the person in causing their affliction, social workers should further 
question the social environment in which the client is situated, and should be skeptical 
about the，true，options available for the client. In other words, social workers should 
develop ‘self-reflexivity’ which means 'trying to provide a special vision that can 
challenge the assumptions of dominant discourses rather than merely going along with 
them' (Hare-Mustin, 1994，p.33). Social workers should also question how our cultural 
experiences affect our choice of discourses in practice, how our experience lead us to 
'privilege some aspects of reality and marginalize and disqualify the others' (Pease and 
Fook, 1999). 
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Instead of assessing and categorizing the children, adolescents and their parents into 
'psychiatric patient' and 'pathological parents' respectively according to the criteria 
developed from those discourses, social workers should respect the complexity and 
ambiguity of their life (Pozatek, 1994) and assume they do what is the best for 
themselves and their right in establishing meaning about their life events (Weick, 1983). 
Social workers should abandon the blaming attitude embedded in the psychiatric 
discourse which views the distress of the individual to be caused by personal deficits. 
Their experiences should be evaluated subjectively by themselves and their family 
members when the family is regarded as the target of intervention. 
From their experiences, psychiatric discourse limits the vision of both helping 
professionals and the children and parents in discovering their strengths. Social workers 
should acknowledge the initiative and effort of their clients to change, despite their 
directions of change are different from what the dominant discourse suggests. Instead of 
giving credit to medication or any form of treatments, social workers should 
acknowledge the clients' self motivation and effort. In fact，it is their motivation and 
success in overcoming their difficult life situations, not medication or any form of 
treatment. Social workers should also be aware of the inhabitation effect of medication 
or any form of treatment on human growth. 
A critical perspective about the operation of power relations is suggested to be included 
in social work practice (for example Healy, 1999 and Morley, 2003). This echoes one of 
the major themes resulting from this research, namely the children and their parents 
experienced different sets of power relations. Social workers are empowered by an elite 
body of knowledge which constructs them as helping professionals; however, social 
workers should also use this power sensitively and prevent it from oppressing the clients. 
Moreover, we should also acknowledge and appreciate the resistance of the clients to the 
dominant discourse and treatments that they find oppressive as a form of empowerment. 
Moreover, power relation is a process of negotiation as suggested by Foucault (1976). 
Therefore, it is the role of social workers to encourage our clients to recognize their 
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capacity in exercising power and negotiating with themselves, their child or parent, their 
helping professionals about power arrangement, despite this process of negotiation is 
conflictual (Healy, 1999). 
Negotiation is not just about power arrangement but about construction of meaning of the 
life events for the clients too. The experiences of the children and parents suggested that 
new meanings and directions of change emerged when they engaged in a social 
conversation about their experiences of their difficult life situation. Moreover, the 
opinions of the other family members serve as an alternative form of knowledge for the 
constitution of subjectivity. In some families, the parents and their children do not share 
the same discourse in the constitution of subjectivities. Instead of siding with any one of 
them, social worker should encourage negotiation between the parents and their children 
about their different discourses in order to create a shared horizon. Therefore, it is the 
social worker who could create an 'ideal speech situation' suggested by Habermas (1990) 
for the construction of meaning for the clients. The criteria of 'ideal speech situation' 
include: 
1. Equality of access: all speakers affected may participate in the 
conversation 
2. Equality of participation: 
a. all speakers allowed to introduce any assertion into the discourse 
b. all speakers allowed to question any assertion in the discourse 
c. all speakers allowed to express attitudes, desires and needs 
3. No speaker may be prevented, by internal or external coercion, from 
exercising her / his rights as laid down in (1) and (2) (cited by Rossiter, 
1996). 
The negotiation is not limited to the family members. Social workers should incite the 
negotiation between the family and the child psychiatrist or helping professionals 
involved with the treatment for the family. 
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The traditional role of social workers in the medical setting is viewed as the 'psychiatrist 
partner' (Morley, 2003) or 'psychiatrist executor' from my self critics in carrying out 
treatment plans for the clients. Medical social workers should take up a leading role in 
redefining the difficult life situations of the children and their parents, and not in medical 
terms (Morley, 2003). As the member of the child psychiatric team, medical social 
workers should bring to the team the awareness and understanding of the cultural and 
social context of the clients. Medical social workers should also help the other team 
members in recognizing and encouraging negotiation of power relations with the clients. 
Besides helping the team members to include the alternative discourse into their practice, 
medical social workers should help their clients to translate their experiences with 
reference to the dominant discourses operated in other disciplines in order to create a 
better understanding between the clients and the team members. Medical social worker 
should initiate the team to review the treatment plan with the children and parents 
regularly in order to include their opinions to the treatment plan and foster their 
expectation of and commitment to their treatment. 
At present, the child is defined as the principal client, and the needs of parents are 
neglected in the child mental health setting. However, the experiences of the research 
participants showed that the child mental problem did not just affect the children and 
adolescents only but affected the family as a whole negatively. Those parents also voiced 
out that they were helpless in handling their children's problem. Therefore, it is 
suggested to define the family as the principal client and both children and parents should 
be involved in designing their treatment in the future. Medical social workers should also 
advocate change for user unfriendly hospital policies to benefit the patients of their 
families. 
In a nutshell, social workers should adopt self reflexivity in their practice while 
respecting the complexity and ambiguity of their clients' lives. Instead of identifying and 
blaming personal deficits for causing distress, social workers should acknowledge that 
clients are the experts for their lives; their experiences are evaluated subjectively and by 
family members. Social workers should identify the clients' personal strengths in 
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overcoming their difficult life situation. Social workers should include the critical 
perspective in practice and recognize the different power relations operated in the 
practice and encourage negotiation in the power arrangement. It is the most important 
role of the social worker to create an ideal speech situation for the family to negotiate and 
generate meanings about their affliction through conversation. In the child psychiatric 
setting, medical social workers should take up a leading role in redefining clients' 
problems with reference to their cultural and social context and bring to the team an 
awareness the power relations that are operating in the practice. Medical social worker 
should initiate the team to have regular review of the treatment plan with the family in 
order to involve their opinions and foster their commitment to their treatment. Family 
should be identified as principal client and parents should be involved with the treatment 
plan in the future. Medical social workers should also advocate for hospital policy 
changes for the benefit of the families. 
5. Contributions and Limitations of this study 
In the following section, the contributions and limitations of the present research would 
be discussed. 
5.1 Contributions of this Study 
This study is a qualitative study to explore the subjective experiences of the children and 
adolescents with mental health problem and their respective families. The children, 
adolescents and their families had gone through different services provided by the Child 
Psychiatric Unit of the AHNH; therefore, their subjective experiences provide a fuller 
picture of the experiences related to child mental health problems in Hong Kong. 
Moreover, the unit of this study is the family and the opinions of the fathers were also 
included in order to eliminate the bias if the study had incorporated the mother's view 
only, so that this study tried to provide an understanding from the perspectives of the 
different members of the family. It is important for the field of child mental health as the 
family is suggested to be set as the target of intervention. 
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The subjective experiences of the families in the present study provide alternatives views 
to the present theory of practice and service in the child mental health field. This allows 
the helping professionals alternative views to reflect about their practices in order to 
enhance their intervention to better fit the predicaments of the afflicted families. 
The present study also explores the effects of the child mental health problems on the 
lives of the children, adolescents and the parents. Those impacts help to contextualize the 
child mental health problems and provide more detailed understanding of the 
predicaments of the afflicted children, adolescents, and their parents. Putting the child 
mental health problem back into the context helps us view the difficulties of the children, 
adolescents, and their families from a different perspective which transcends the 
prevailing psychiatric and developmental discourses in the field of child mental health. 
Finally, the research design involved individual interviews of the children and parents 
and also included family interviews. In the previous discussion, it was shown that new 
meanings related to the child mental health problem were usually generated during the 
family interviews. This provides a comparison of meanings when they were generated 
from the individual interview and the family interview which provides a more in-depth 
understanding of their situation. 
5.2 Limitations of this Study 
There are four limitations of the present research. Firstly，the number of participant 
families was small and the diversity of their diagnosis was limited. This was due to the 
time limit and the difficulty in recruitment as the present study required the involvement 
of both parents and most of the fathers could not commit the time for the interviews. 
Children and adolescents with severe psychosis were excluded from the present study due 
to the seriousness of their problem and due to their unstable mental state. Although the 
result of the qualitative research does not aim at generalization as in a quantitative 
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research, a larger sample with more diverse diagnoses would provide a more 
comprehensive analysis (Singer, 2005, p.279). 
Secondly, the present research failed to recruit children with younger age. The youngest 
child recruited in the study was eleven. In the process of recruitment, I tried to approach 
children of different ages; however, the invitation was usually declined by their mothers 
for several reasons. The mothers revealed that it was hard for them to commit to the 
research as their children could not afford the time for interviews due to their heavy 
school work. In fact, it was hard to conduct research with children of a younger age due 
to their verbal ability. The interview guideline was also too lengthy for the short attention 
span of the young children. Moreover, it was hard to recruit younger children with 
experience of in-patient services as it was not usually offered as a suitable treatment for 
them. All these made it hard to recruit younger subjects. 
Thirdly, the data collected was limited by the confusion of the role and the ability of the 
researcher. At the beginning of the research, it was hard for me to differentiate the role 
of social worker and researcher. Sometimes, I was not able to hold my action and offered 
counseling and liaison to the families that I had interviewed. This would induce 
confusion for the families involved in the research. Therefore, the family, especially the 
mothers confined themselves to talking to me about their problems only; moreover, they 
expected help from me. Hence, I excluded the families I became over-involved with and 
tried to clarify my role to the confused family. I referred the families who revealed 
difficulties to their attending child psychiatrist and to the family therapist at the Family 
Treatment Centre of the Department of Social Work of The Chinese University of Hong 
Kong for further assistance in order to maintain my role as a researcher. 
Moreover, the information gathered was limited by my ability to conduct interviews. 
Although my background in social work training had provided me with sufficient 
interviewing skills, it was still hard for me to handle the families in conflict, as in the case 
of Family D，when their first family interview ended up with conflicts escalating between 
mother and daughter. I had to separate the mother and daughter before the mother hit her 
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daughter. Then, I reviewed the interview afterwards, and prepared for further conflicts in 
future interviews. 
6. Directions for Further Study 
Scientific discourse is still the dominant discourse in the development of knowledge 
related to child mental health in Hong Kong, with reference to the literature review in the 
previous chapter. Therefore, the study focus remains on descriptive epidemiology and on 
the search for the causal mechanism of the child mental health problem. Only a few 
qualitative studies focus on the subjective experiences of the children, adolescents, and 
their respective families. Therefore, it would be useful if the research effort is directed to 
the exploration of the subjective experiences of a larger sample with more diverse 
diagnoses so that a more comprehensive analysis could be done in this aspect. 
Secondly, the sample should include the siblings of the afflicted children and adolescents 
as they are also affected by the child mental health problem. Therefore, it is worthy to 
understand their subjective experiences in order to render more comprehensive data. 
Finally, the subjective experience of the helping professionals is another area for further 
study. As service providers, it would be interesting to know how they perceive the child 
mental health problem and how they make sense of the prevailing discourses. Their 
experiences are also useful in providing a comprehensive analysis of the service 
providers and service users. 
7. Self-reflexivity : My Personal Change after Completing this Study 
When I was a medical social worker, I was frustrated because I was doubtful about my 
role as a 'psychiatrist executor'. In the child psychiatric team, the child psychiatrist is the 
final decision maker of the treatment plan for the children and their families. I was 
usually the executor of the treatment plan, despite the child psychiatrist had usually 
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included the opinions and assessment of the different team members. I had not 
questioned about the diagnosis and treatment of the children once they were assessed and 
finalized by the child psychiatrist. When the parents and children came to me and 
expressed that their needs were not fully addressed by the treatment plan, I always tried 
to persuade them to accept what had been decided for them. I was frustrated by their 
resistance to the treatment plan. 
I encountered the philosophies of Postmodernism and Poststructuralism when I started 
my post-graduate studies. These philosophies, especially the work of Foucault, had 
inspired me to reflect on many aspects of my practice. I put on another lens to view the 
'psychiatric patient' after reading 'Madness and Civilization' and became sensitive to the 
kind of oppression from the psychiatric discourse the children and parents have 
experienced. The concept of subjectivity made me reflect on the fact that the children 
and their parents whom I encountered at work did not have a 'fixed identity' of 'patient' 
and ‘poor parents'; instead they had other identities. They are, in fact, interesting people; 
they have many experiences to share apart from their psychiatric experience. I have more 
appreciation of these children and parents, and I have to confess that I used to have bias 
about them. This appreciation makes me became more curious about people's stories and 
built up my capacity for listening to and bearing of people's experiences. Without this 
appreciation, I guess I would never have the chance to have people open up and talk 
about their experiences with me in depth, at least, F, one of the participants in this study, 
would not share with me about her experience of hospitalization in depth. 
Foucault's work also sensitizes me about the power relations in my practice and I become 
more empathic to the oppression that the children and parents experienced in the child 
psychiatric setting. Foucault's view is optimistic because he suggests the productive 
nature of the power. I come to believe people have the power to subvert the oppression 
they experience if they start to reflect on themselves. It is not some kind of social 
movement, but a movement within an individual. I am no longer frustrated about the 
resistance to my intervention from the children and parents. Instead, I think their 
resistance should be used as a form of empowerment once I understand the productive 
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nature of power. It is the reflection of their personal strength. I started to encourage the 
children and parents to negotiate the treatment plan with the child psychiatrist. I found 
myself falling into a power relation with the child psychiatrist. Once again, it is 
Foucault's work that encourages me to continue the struggle and resist this power 
relation. Finally, I decided to equip myself with better knowledge and continue my post 
graduation program and carried out this research. This is my praxis of my resistance. 
Removing the symptoms used to be the goal of treatment in my practice; however, the 
concept of social constructionism inspires that it is more important to keep the ongoing 
dialogue between people. Keeping them in conversation is to preserve their relationship 
as all conservation is relational according to the social constructionsim. In fact, from this 
research and from my practice, people usually find their way out from conversation. 
Completing this research is not only the fulfillment for my Master degree; it is also a big 
step in my personal growth. 
8. Conclusion 
I used to think it was easy to conduct a qualitative research if I had good interviewing 
skills. However, this study changed my thinking. Qualitative research demands a 
researcher to be very disciplined and patient in recording her observations of the field in 
her field notes meticulously. It also demands the researcher's good writing skill to 
describe her observations of the field into thick description without distortion. It also 
requires a researcher to be highly sensitive to interpret people's experiences and to make 
personal reflections throughout the study. Therefore, completing this research is also a 
big step in my professional growth. 
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Appendix 1 
Guideline for interview 
Part 1 - for family 
1. Would you tell me about the mental health problem of your child? Or would the 
child want to tell me first? What is it? When and how it happened? 
2. How did your family respond to the problem? 
3. How did your family deal with the problem? How did you come up the idea of 
handling? 
4. What is the impact of the problem to your family, life or any thing you think there 
is an impact on it? 
5. How did you come up with the idea that you need to come to consult the child 
psychiatric service? If it was not self initiated, who made this suggestion? Did 
you agree with the referral? 
6. What happened at the child psychiatric unit? What happened at the consultation? 
What is the diagnosis? What is the treatment offered? How do you react to it? 
7. Did you seek for any alternative? What is it? What is your experience with it? 
8. What is your treatment up to? What is your experience about it? How did this 
treatment affect your family, life or any thing your think it is affected? 
9. When did the doctor offer you hospitalization? Why? What is your response to it? 
10. How did you accept the offer? 
11. What is your experience with the hospitalization? Would you describe what 
happened during hospitalization? How did you react to it? 
12. How this experience of hospitalization impacted your family, life or any thing you 
think there is an impact on it? 
13. When did the child discharge? Why he / she was discharged? 
14. Do you think the child mental health problem improved or recovered? What is 
the indicator? Or in what aspect the problem improved or recovered? 
15. What is your follow up treatment? How do respond to it? 
16. How would you sum up your experience? If you have a friend you want to share 
with, what would you tell this friend about your experience? 
Part 2 - for child 
1. Do you know why you need to come to see a doctor? How you were told the 
reason? 
2. What did the people at the child psychiatric team do to you and do with you? Do 
you like the treatments? Do these treatments affect you, for example schooling or 
getting along with your friends? 
3. Any difference between you and a child who does not need to come to here? 
4. Do you know why you needed hospitalization? 
5. Would you tell me what happened when you stay at the hospital? 
6. Do you think people are observing you during hospitalization? How did you know? 
7. Any thing they do to change your problem, if you think you have any? 
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8. Do the people in your surrounding, for example, your parents, change their 
attitude to you? If so, how it changed? 
9. Do you know how you would be discharged? How did it happen? 
10. Do you think your mental health problem improved or recovered after 
hospitalization? If so, what helped you? 
11. If you have a friend who is going to stay at the hospital, what would you tell him 
about your experience? 
Part 3 - for the parents / care taker 
1. Would you describe the present problem? 
2. How is your child different from the other children? 
3. What is the diagnosis? What do you think the child would turn out with this 
problem if nothing is done at present? 
4. What do you have to do different from other parents to help your child? Or how 
does the child mental health problem affect your parenting? 
5. How do you respond to the problem? How do you deal with the reactions arise? 
6. How do you come up with the decision with hospitalization? 
7. What is your experience about hospitalization? Would you describe your 
experience and share what you think about it? Do you think you are observed 
during the hospitalization of your child? If so, how is that experience? 
8. When is the child discharged? Why did he get discharged? 
9. Do you think the problem improved or recovered? 
10. What is the follow up treatment? 
11. When do you think your child have no child mental health problem? What is the 
indicator? 
12. If you have a friend whose child is going to stay at the hospital, what would you 
tell him / her about your experience? 
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